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DELIVERY SUBSEQUENT TO DIFFICULT 
PARTURITION 


R. A. COSGROVE, M. D. 
The Margaret Hague Maternity Hospital 
Jersey City, N. J. 





t is common experience to note the multi- 
| parous woman regarded as little if any 
problem in relation to possible dystocia. 
This is true even though it is well known that 
many other complications increase with parity. 
A study was conducted to review the sub- 
sequent deliveries of women who were sub- 
jected to mid-forceps delivery to terminate 
their initial parturition in a hospital where for- 
ceps are rigidly controlled. This series there- 
fore includes almost all of the vaginal de- 
liveries that were difficult of termination, since 
by the standards used in the Margaret Hague 
Maternity Hospital, lesser degrees of forceps 
application (either low or outlet forceps or 
both), are almost all elective or for other in- 
dications than fetopelvic arrest. 

In addition to the mid-forceps deliveries 
with subsequent delivery, data concerning de- 
livery subsequent to cesarean section has also 
been included because of some variation in the 
management of such cases throughout the 
country. 

Table 1 indicates that there was no great 
difficulty in delivery subsequent to the initial 
parturition, the one instance of cesarean sec- 
tion not being related to the problem. It is also 
shown that difference in infant weight posed 
no significant problem. Most of these women 
had initial rapid labors and required mid-for- 
ceps procedures to resolve second stage posi- 
tional problems such as deep transverse mid- 
pelvic arrests. 


Table 1 


Delivery after mid forceps operations due to dystocia, 
with termination after 4-12 hours of labor. 
Spontaneous delivery 13 

Subsequent infant weight: 


Greater than first baby 8 
Less than first baby 3 
Unknown 8 


Low forceps delivery 7 
Subsequent infant weight: 
Greater than first baby 4 
Less than first baby 8 
Cesarean section (for placenta previa) 1 


Table 2 


Delivery after mid forceps operations due to dystocia, 
with termination after 13-14 hours of labor. 
Spontaneous delivery 46 

Subsequent infant weight: 


Greater than first baby 20 
Less than first baby 22 
Unknown 


Low forceps delivery 16 
Subsequent infant weight: 
Greater than first baby 
Less than first baby 8 
Mid forceps delivery 5 
Subsequent infant weight: 
Greater than first baby 4 
Unknown 1 
Cesarean section 2 
Subsequent infant weight: 
Greater than first baby 1 
Less than first baby l 
Breech delivery by vagina 2 
Subsequent infant weight: 
Less than first baby 1 
Unknown 1 
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Table 2 indicates the experience when the 
initial labor was 13-24 hours in length. The 
longer initial labor appears to increase the 
chance of difficulty in the subsequent delivery, 
particularly when 4 of 5 of the subsequent 
mid-forceps and 1 of the 2 cesarean sections 
resulted in infants larger than those initially 
delivered. 

We do not feel ashamed of performing 
cesarean sections in multiparous women for 
disproportion, for some of our most tragic ex- 
periences have occurred when we assumed a 
woman could deliver through the vagina 
simply because she had done so at least once 
before. If it is not early recognized that such 
problems can occur in such women, they will 
be allowed to labor overlong with unfortunate 
results both to her and to her infant. It is 
much better to perform a cesarean section 
relatively early on such women than to deliver 
eventually through the vagina a child who 
dies neonatally from cerebral trauma or who 
lives with cerebral damage. 





Table 3 
Delivery after mid forceps operations due to dystocia, 
with termination after 25-36 hours of labor. 
Spontaneous delivery 17 

Subsequent infant weight: 
Greater than first baby 
Less than first baby 
Unknown 
Low forceps 4 
Subsequent infant weight: 
Less than first baby 
Mid forceps 7 
Subsequent infant weight 
More than first baby 
Less than first baby 
Unknown 


oa DD u 
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Table 3 indicates an increasing degree of 
difficulty in subsequent termination when 
initial labor was 25-36 hours. 25% of this small 
group required another mid-forceps operation 
for successful termination. It is noted that gen- 
erally these latter babies were heavier than the 
initial babies. 

Table 4 shows the experience when the 
initial labor was more than 36 hours. 

While the figures are insufficient for any real 
statistical analysis, it is obvious that less than 
all of them deliver without difficulty. 


Table 4 
Delivery after mid forceps operations due _ to 
dystocia, with termination after more than 36 hours 
of labor. 
Spontaneous delivery 13 
Subsequent infant weight: 


Greater than first baby 3 
Less than first baby 7 
Unknown 3 
Low forceps 5 
Subsequent infant weight: 
Greater than first baby 
Less than first baby 
Mid forceps 4 
Subsequent infant weight: 
Greater than first baby 2 
Less than first baby 4 
Cesarean section 1 
Subsequent infant weight: 
Greater than first baby 1 
Table 5 
Spontaneous delivery 
89 cases 64.5% 
Subsequent infants larger 36 
Subsequent infants smaller 38 
Low forceps 
32 23.5% 
Subsequent infants larger 15 
Subsequent infants smaller 17 
Mid forceps 
16 11.5% 
Subsequent infants larger 10 
Subsequent infants smaller 4 
Cesarean section 
1 0.5% 
Subsequent infant larger 1 


(Breeches and cesarean section for placenta previa ex- 
cluded. ). 





In summary, table 5 indicates the com- 
posite data for deliveries subsequent to ter- 
mination by mid-forceps for dystocia. Twelve 
per cent of the cases required operative de- 
livery of greater difficulty than low forceps for 
successful termination. 

Table 6 
Delivery subsequent to mid forceps delivery for indica- 
tion other than dystocia. (fetal distress, abruption, 
inertia, teaching, for termination of the second stage 
(elective? ), etc.) 
Total cases 32 


Spontaneous delivery 20 
Low forceps 6 
Mid forceps 1 
Breech 4 
Cesarean section (for fetal distress ) 1 
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In addition to dystocia, several other indica- 
tions for mid-forceps are commonly recog- 
nized. Table 6 indicates the experience follow- 
ing initial delivery for such other indications. 
The cesarean section was not related to the 
mode of prior delivery. 

No apologies are made for the small num- 
bers, for mid-forceps procedures when legiti- 
mately performed are usually not over 5% 
(and generally less) of total delivery pro- 
cedures. 

Table 7 
Delivery after cesarean section for fetopelvic dispro- 
portion (and inertia? ) 


Spontaneous delivery 71 
Low forceps 42 
Mid forceps (!) 9 
Breech 4 
Cesarean section 300 


70% cesarean section 


The policy at the Margaret Hague Maternity 
Hospital is to allow women to deliver by the 
vaginal route if a subsequent labor indicates 
that they may reasonably be expected to do so. 
It is recognized that this policy is not readily 
transferable to all hospitals, and if constant 
surveillance, adequate blood supplies, and im- 
mediate access to operating rooms are impos- 
sible, such trial labors may be disastrous. 

Nevertheless, despite a cautious attitude and 
a readiness to re-operate if subsequent labor 
shows any lack of substantial progress, be- 
tween 35 to 50% of prior cesarean sections 
are delivered vaginally each year. This occurs 
despite a cesarean section rate of less than 
4%, and although outside the scope of this 
paper, raises some doubt of the necessity of 
many of the primary cesarean sections. In the 
particular group in which the indication was 
dystocia, 70% were subsequently re-sectioned. 
Mid forceps operations were performed 9 
times, but it is very questionable if it is legiti- 
mate to allow a woman who has had a 
cesarean section for dystocia to become a 


Table 8 
Spontaneous delivery 68 
Low forceps 24 
Mid forceps 4 
Cesarean section 21 


18% cesarean section 
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candidate for a major vaginal operation for 
delivery. In retrospect it is believed such cases 
should have been delivered by repeat cesarean 
section. 

In contrast to the preceding table, number 
8 reveals the results of subsequent pregnancies 
when the indication for the initial cesarean 
section was for a situation other than dis- 
proportion (or inertia). 

These indications include placenta previa, 
toxemia, abruption of the placenta, obstructing 
tumors and a few scattered instances of in- 
frequent indications such as prior vaginal or 
cervical surgery, anomalies, etc. 

Furthermore, about 20% of the cases in this 
group had had vaginal deliveries prior to their 
initial cesarean section. 

It is therefore not surprising that there is 
only 18% subsequent cesarean sections in this 
group. It is also obvious that the indication for 
the cesarean section in many instances is gen- 
erally of a non-recurring nature. 

Table 9 
Prior Prior 


mid forceps 
for disproportion 


cesarean 
sections 


Spontaneous delivery 64.5% 17% 
Low forceps 23.5% 10% 
Mid forceps 11.5% 2% 


Cesarean Sections 0.5% 12% 70% 72% 
For other indications 


Spontaneous delivery 62% 58 % 
Low forceps 18% 15% 
Mid forceps 3% 2% 
Cesarean section 0% 3% 18% 20% 


(breeches not included ) 





The final table is arranged to indicate cer- 
tain pertinent data. 

Women who have had mid-forceps deliveries 
for dystocia with their first pregnancies will 
have trouble necessitating mid-forceps or 
cesarean section in 12% of their subsequent 
pregnancies. 

If they have had a cesarean section to ter- 
minate their initial pregnancy they will require 
a major procedure for termination of the preg- 
nancy in 72% of their subsequent pregnancies. 

In women on whom an initial mid-forceps 
operation was performed for an indication 
other than dystocia, subsequent difficulty will 
be encountered in 3% of cases. When a pre- 
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vious pregnancy was terminated by cesarean 
section for an indication other than dispro- 
portion, difficulty can be expected in 20% of 
cases. 
Summary 

Vaginal delivery does not ensure uncom- 
plicated subsequent delivery. 

An exact knowledge of prior deliveries will 
prevent overconfidence and avoid the maternal 





TRENDS IN OBSTETRICS 


o those of us who had the honor of know- 
T ing Doctor Horace Smithy and whose 

privilege it was to count him as a close 
friend, the Medical College of the State of 
South Carolina is hallowed ground. To be 
allowed to take part in this program, dedicated 
to the memory of this great worthy of the 
past, is an inspiring experience and will al- 
ways be a treasured memory. 

Although the 20th century has passed its 
midpoint by only a few years, the main con- 
tributions of the first half of our century to 
obstetrics are clear. They comprised the con- 
quest in goodly measure, of the maternal com- 
plications of pregnancy, labor and the puer- 
perium. Throughout the greater part of that 
era, puerperal infection, eclampsia and 
hemorrhage, aided and abetted by the often 
deadly operation of cesarean section, were 
constant threats and carried away hundreds 
of thousands of our mothers. With the life of 
the mother so often in the balance, it is under- 
standable that the chief objective both of 
clinical practice and research was her wel- 
fare and her survival, so that other considera- 
tions were of relatively minor importance. If 
babies were lost, as they were rather fre- 
quently, from high forceps or from version 
and extraction through a contracted pelvis, or 
from various and sundry other cases, these in- 
fant deaths, although naturally considered 
regrettable, were looked upon as small tolls to 


and fetal loss which occurs when it is assumed 
that multiparas will always deliver vaginally 
without trouble. 

Certain cases of previous cesarean section 
may be delivered vaginally under specified 
rigid conditions. 

Dr. Owens S. Weaver, of Wilmington, Delaware, 


helped compile much of the data on mid-forceps 
operations. 


HARRY PRYSTOWSKY, M. D. 
Department of Obstetrics and Gynecology, 
University of Florida College of Medicine, 
Gainesville, Florida 


pay in obstetric regimens directed chiefly at 
maternal salvage. Certainly, in the field of re- 
search throughout most of that period, the 
fetus and newborn elicited little interest. 
Thanks to various factors, with which you 
are as well acquainted as I, recent years have 
witnessed a decline in maternal mortality in 
the United States which constitutes one of the 
transcendent achievements of modern medi- 
cine. Whereas, in 1910, let us say, one ex- 
pectant mother in every 150 died before the 
process of childbearing was over, in 1950, only 
one mother in approximately 2,000 died in 
association with childbearing. Even in our 
larger clinics, a young man today usually goes 
through his entire 3 or 4 years of resident train- 
ing without seeing a single death from puer- 
peral infection, or from eclampsia and, quite 
possibly, not even a single death from hemor- 
rhage. With full realization that many mater- 
nal complications of childbearing, especially 
the toxemias, still await solution, it is never- 
theless true that the loss of a mother in ob- 
stetric practice today has become a relatively 
rare event; and, as an outgrowth of this cir- 
cumstance, obstetricians, now released in large 
measure from their earlier concern over 
maternal survival, are directing their attention 
more and more to fetal welfare. Certainly, if 
the first half of the century was concerned 
chiefly with the hazards which threatened the 
mother, all portents indicate that obstetric re- 
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search, as well as practice, in the second half 
of the century will be centered on the vicissi- 
tudes of fetal life. 

Now what do I refer to when I speak of the 
“vicissitudes of fetal life’? Year in and year 
out, about 150,000 potential American citizens 
are either born dead or die shortly after birth, 
so-called “perinatal deaths”. These 150,000 
perinatal deaths constitute about 10% of all 
deaths occurring in this country at all ages 
and from all causes. About half of them occur 
as the result of premature birth. An even 
greater source of fetal wastage is abortion, 
for it is estimated on sound grounds that at 
least 10% of all pregnancies terminate spon- 
taneously as abortions. This means that 
over 400,000 abortions take place in the 
United States every year. Careful examination 
of the tissues passed in abortions 
shows beyond question that the majority are 
due to gross malformations, either of the fetus 
or of the surrounding membranes. Thus, in 


these 


many cases there is no fetus at all, while in 
other, microscopic examination reveals such 
defective development of the vital organs 
(such as absence of the heart ), as to make sur- 
vival quite impossible. In other words, for the 
most part, abortion is simply nature’s way 
of getting rid of a grossly defective product 
of conception. Finally, in discussing these 
400,000 spontaneous abortions which occur 
annually in this country, let it be clearly under- 
stood that I am leaving out of consideration 
entirely the half million and more pregnancies 
which are terminated each year through 
criminal abortion. 

But there is an even greater tragedy perhaps 
than the actual death of a new born infant or 
the loss of a pregnancy through abortion. 
That is the birth of a baby whose brain never 
develops, who continues, like a vegetable, to 
grow and develop physically, but who lacks 
the cerebral centers which govern speech, 
muscular coordination and reason. The fre- 
quency of this tragic condition, cerebral palsy, 
is much greater than ordinarily realized be- 
cause such children are rarely seen, for they 
have to be kept in institutions behind locked 
doors. Their total number in this country has 
been estimated to be in excess of 300,000—a 
source of daily heartache to more than half a 
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million parents scattered throughout our land. 

Accordingly, it can be said without ex- 
aggeration that the outlook for the fetus in 
any given pregnancy is a hundred times more 
precarious than that of the mother. Let this 
fact be emphasized because it is this tenuous 
hold which the fetus has on life and the sundry 
vicissitudes to which it is heir that give ob- 
stetrics its broad scope, its color and fascina- 
tion. 

This interest in fetal outlook, has developed 
rapidly in the last few years and has brought 
forth a number of very important trends. And 
there are two or three of these that I should 
like to emphasize. 

Perhaps the most noteworthy of these, in my 
humble opinion, is the growing concern over 
the long-term role played by sublethal fetal 
injuries in producing neuropsychiatric impair- 
ment of the child. The area encompassed by 
this problem runs almost the whole gamut of 
obstetrics, since there is scarcely a complica- 
tion of pregnancy or labor which does not 
have some relationship to fetal prognosis. But 
at many points, the fields involved in this area 
of investigation extend far beyond strict ob- 
stetric knowledge. They involve, in fact, most 
of the basic sciences, including endocrinology, 
embryology, genetics, teratology, biochemistry, 
virology, and pathology. It is becoming essen- 
tial therefore, in most studies of fetal en- 
vironment, to enlist the active collaboration of 
an exponent of one or another of these basic 
sciences, a trend that is understandable and 
growing. 

It is hazardous to forecast which of these 
sciences will contribute most to obstetrical re- 
search; in the opinion of many it seems logical 
to give this place to endocrinology. It seems 
probable that aberrations of endocrine func- 
tion are responsible for most spontaneous 
abortions and for most premature labors. In 
regard to the etiology of hypertension with 
convulsions, the opinion is growing that this 
age-old enigma of obstetrics may be solved 
before long on the basis of disordered function 
of three structures—all endocrine organs. As 
for the importance of teratology, congenital 
malformations now account for 14% of all in- 
fant deaths in the United States. To what 
extent genetic factors, virus infections, and 
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conditions associated with oxygen lack enter 
into the etiology of these malformations is a 
growing and promising field of research. 

Another trend in obstetric research is 
the greater use of the rhesus macaque monkey. 
There is a 44-acre tropical island off the 
eastern coast of Puerto Rico where a colony 
of monkeys, living under natural conditions, 
is being developed. The colony now num- 
bers 350 monkeys and an eventual popu- 
lation of a thousand or so is planned. These 
monkeys will be used in the National In- 
stitute for Neurological Diseases and Blind- 
ness for observational and experimental re- 
search in reproduction. It is planned indeed 
to maintain a sort of lying-in hospital, much 
like a human maternity clinic, but where 
the various types of experimentally inflicted 
intrauterine injury can be studied in respect 
to the subsequent behavior of the infant. Al- 
ready convulsions and muscular incoordina- 
tion in the new-born and growing infant have 
been produced; frequent tests are being made 
on the 55 monkey infants already born during 
the past year in this “maternity home” and ex- 
tensive psychological and neurological studies 
of these infants are scheduled for the future. 
It would seem apparent that much of the in- 
formation thus gained will be applicable to 
certain neuropsychiatric disorders in human 
infants. 

The last part of this presentation has been 
prepared so that you may have at hand a pre- 
liminary record of the activities and some of 
the accomplishments of my colleagues and 
myself during our recent visit to Peru. The 
expedition was made possible by a Macy 
Foundation Grant to Yale, Johns Hopkins, 
Florida, Harvard, and Boston Universities. 

The mammalian fetus obtains oxygen for its 
growth and maintenance from the maternal 
uterine circulation through its own umbilical 
circulation. The characteristics of the maternal 
and fetal bloods with regard to their oxygen 
contents and capacities have been shown to 
vary during pregnancy in several species and 
to vary between several different species. 
Furthermore, an oxygen pressure gradient be- 
tween maternal uterine and fetal umbilical 
blood have been demonstrated in the sheep, 


the human, and the rabbit. Of these three 
species the barrier to oxygen transfer appears 
to be greatest in the sheep, where Professor 
Barron has estimated its magnitude at 40 mm. 
of mercury. Under conditions of poor oxygena- 
tion of maternal blood it might be expected on 
these grounds that fetal oxygenation would 
suffer. Yet sheep live and breed successfully at 
altitudes above 12,000 feet. This study was 
undertaken to investigate the modifications, if 
any, in the maternal uterine and fetal umbilical 
circulations which occur at high altitudes. 

When compared with sea level observations, 
maternal blood has a higher oxygen capacity 
in the sheep at high altitude. The oxygen 
capacity of the animals at Morococha averaged 
16.5 vols. per cent while sea level observations 
have averaged 13.8 vols. per cent. This differ- 
ence is statistically highly significant at all 
stages of pregnancy. 

Fetal blood increases in oxygen capacity as 
pregnancy advances. At all periods after 90 
days the oxygen capacity of fetal blood is 
greater at altitude than at sea level. This differ- 
ence is again highly significant. Thus, fetal as 
well as maternal polycythemia is demon- 
strated. 

Maternal arterial blood is 92 per cent satu- 
rated with oxygen at sea level and only 69 per 
cent at Morococha, a highly significant differ- 
ence. Maternal blood leaving the uterus be- 
comes less well oxygenated as pregnancy ad- 
vances, that is, more oxygen is extracted from 
the maternal blood at term than earlier, but 
this decline in saturation is less at high alti- 
tude. In other words, uterine venous oxygena- 
tion declines less at high altitude than in the 
sea level animal toward the end of pregnancy. 
And although the average oxygen saturation 
throughout pregnancy of uterine venous blood 
is significantly less at high altitude than at sea 
level, this difference becomes insignificant in 
the last 20 days of pregnancy. 

The oxygen saturation of both umbilical 
arterial and umbilical venous bloods decrease 
as pregnancy advances past 90 days. They are 
both significantly less at term than at 100 days, 
and there is no significant difference between 
the high altitude and sea level fetuses. 

There appears to be no difference in the 
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position or shape of the oxygen dissociation 
curves of either fetal or maternal blood when 
high altitude findings are compared with sea 
level data. Thus it is possible to convert the 
saturations to the partial pressures. In the last 
20 days of pregnancy the oxygen tension in 
blood returning to the fetus from the placenta 
is virtually identical with its sea level value in 
the same channel. This blood running in the 
umbilical vein is arterial blood of the fetus, 
the highest in oxygen content of his blood. 
Thus, despite a decline in maternal arterial 
p0. from 80 to 39 mm. of mercury which re- 
sults from the ascent to high altitude, the fetal 
arterial oxygen pressure is unchanged from its 
sea level values. 

The average partial pressure of oxygen in 
maternal blood supplying the uterus has been 
calculated at sea level and at altitude. This 
mean value of p0, in uterine blood in the sea 
level series is 51 mm. of mercury and in the 
high altitude mother, is 36 mm. Hg. The mean 
value for p02 in fetal umbilical blood has been 
similarly obtained, and a value of 15 mm. in 
the Morococha fetus compares with one of 16 
in the fetus at sea level. The difference be- 
tween these mean values of maternal and fetal 
p0. is presented as the maternal—fetal oxygen 
pressure gradient for each series. 

As the oxygen consumption of the uterus 
and its contents is the same per unit mass at 
sea level and at altitude, the lower pressure 
gradient across the placenta suggests that the 
resistance to the movement of gas between the 
two bloods is reduced, probably by an increase 
in the diffusion surface between them. The 
suggestion that it is increased at altitude gains 


support from observations on the circulating 
blood volume of the fetus (16.1 to 29.0% of 
the body weight) and from the weights of the 
placenta (an increase in both the number and 
the combined weight of the cotyledons at 
altitude when compared with sea level). 


Finally, a word about uterine blood flow— 
statistical comparison shows the rates of 
uterine blood flow at high altitude are sig- 
nificantly greater than those at sea level. We 
have been able to conclude, therefore, that a 
part of the long term adaptation of the fetal 
environment to life at high altitude is an in- 
crease of the rate of flow of maternal blood 
through the uterus. 


It thus appears that the ewe at high altitude 
has been able to maintain the partial pressure 
of oxygen in fetal blood at sea level values. 
This has been accomplished by a series of ad- 
justments in the oxygen-carrying quality of 
maternal and fetal blood and by a change in 
the efficiency of oxygen transfer within the 
uterus. With the sea level gradient, fetal 
oxygenation could not be maintained at high 
altitude. By changing the surface area of the 
placental membrane or by alterations in dis- 
tribution of maternal blood within the uterus, 
or by both, fetal oxygenation at high altitude 
is maintained. 


In conclusion, it is my feeling that if those 
concerned with obstetrics and gynecology do 
not take steps to study and meet our problems, 
and if our newborns in the future are hereby 
neglected, their neglect tomorrow will be the 
direct result of the apathy and negligence of 
today. 





ERRATUM 
In the article by Dr. Charles R. Holmes in the December issue of The Journal (Vol. LVI, 
No. 12, p. 509) an error was made in attaching the proper legends to the two cuts which ap- 
peared. The legends as printed should be reversed. 
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THE PSEUDO-MEIGS SYNDROME 


REPORT OF A CASE 


ALI T. ARBAN, M. D. 
Dept. of Gynecology and Obstetrics, 
Central Baptist Hospital, Lexington, Ky. 


he pseudo-Meigs Syndrome’: * refers to 
T the association of hydrothorax and 

ascites with a pelvic or abdominal neo- 
plasm, excluding fibrous tumors of the ovary 
(fibroma, thecoma, Brenner and granulosal 
cell tumors) which are the exclusive province 
of the true Meigs syndrome. The disappear- 
ance of the fluid following the extirpation of 
the ovarian neoplasm is the mutual character 
of both syndromes. The difference between 
this simulating syndrome and the original lies 
in the complete curability of the latter.” The 
utmost rarity of these syndromes will be 
sufficiently understood by stating that Meigs 
was able to collect only 84 true cases and 40 
simulating cases in the literature by 1954.” 
Since then some few cases have been re- 
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ported.*: ° 

Despite the obscurity of the origin of the 
fluids,* which are similar in both cavities;’ 
their transportation in either direction has 
been definitely demonstrated." * *° 

Since the aim of this paper is only to report 
a case fulfilling the above criteria, to re- 
emphasizing the original concepts and state 
the known facts briefly, it is suggested that 
for further details regarding the rationale and 
arguments for and against the various theories 
reported the papers of Meigs,*» ° Rowlands 
et al,** McLeod,*® and Novak"’ be reviewed. 
The following case is reported for statistical 
value. 


Case report 


Mrs. M. B. white, aged 40 years, nulliparous, was 
admitted to the hospital on July 21, 1959 with com- 
plaints of abdominal swelling, dyspnea and irregular 
periods. It is interesting that this patient was ex- 
amined in October of 1958 by her family physician; 
no pathologic changes could be found in the pelvis or 
anywhere else. About three months ago, she started to 
have irregular menses at 2 weeks intervals of 7 days’ 
flow. Six weeks ago, she noticed a swelling in the 
lower part of the abdomen which increased very 
rapidly in the next two weeks. Pregnancy test was 


negative. There was no loss of weight. Also three 
weeks prior the admission, she developed shortness 
of breath. 

Past history was noncontributory. The family history 
was rather suggestive, supplying 3 cases of cancer in 
her immediate family. 

On admission, the abnormal physical findings were 
found to be limited to the chest, abdomen and pelvis. 
There was clinical and radiologic evidence of massive 
pleural effusion on the right side. Besides this, the ab- 
domen was obviously swollen. A large mobile mass 
was palpable which seemed to arise from the pelvis, 
extending to the right flank. The abdomen also ex- 
hibited definite signs of fluctuation associated with 
shifting dullness. Vaginal examination disclosed a 
normal sized retro-verted uterus. There was suggestion 
of nodularity in the cul de sac with a large cystic 
mass in the right adnexa extending almost to the 
umbilicus. Except for 9.6 Gm. of hemoglobin lab- 
oratory findings were in normal limits. 

The ensuing day, upon entering the peritoneal 
cavity, a straw colored fluid immediately came into 
the wound, which was sucked off, amounting within 
the neighborhood of 5000 ml. Then a huge (6x7x7 
inches in diameter) ovarian cyst which was very 
ragged and vascular looking, lying in the right side 
of the pelvis and overlying the fundus and _ the 
anterior wall of the rectum, was seen. The multiple 
adhesions between the cyst and its neighboring struc- 
tures were separated with blunt dissection. The tumor 
mass was removed as intact as possible. The specimen 
was given to the pathologist who advised that the 
other adnexa and uterus in toto be removed, because 
of the malignant appearance of the mass. The opera- 
tion proceeded in the suggested manner. 

Pathologic diagnoses were as follows: 1. Papillary 
adenocarcinoma of right ovary with spread to surface 
of uterus. 2. Chronic cervicitis. 

Cytologic examination of ovarian fluid showed 
malignant epithelial cells. 

During the immediate postoperative course 500 ml. 
of blood were given and an additional 1000 ml. of 
blood were transfused within the next 48 hours. 

On the 5th postoperative day, a chest film showed 
a considerable diminution in the amount of free fluid 
in the right pleural sac when compared with the film 
taken on July 21, 1959. On the following day, 850 
ml. of fluid, straw colored at first and blood tinged 
at last were drawn off by thoracentesis through the 
9th interspace, postero-lateral. The patient im- 
mediately experienced a great deal of relief in breath- 
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Figure 1 


On admission: roentgenogram of chest showing 
opacity of right side of chest due to fluid. 





Figure 2 
Day before thoracentesis (5th postoperative day) 
Considerable diminution in the amount of free fluid 
in the right pleural sac_——At least 2 interspaces. 





ing. “I can breathe deeper now.” Cytologic examina- 
tion of the pleural fluid disclosed a large number of 
carcinoma cells plus inflammatory exudate. The third 
chest film, taken on the 7th postoperative day, showed 
appreciable decrease in the amount of free fluid. 

The patient made an uninterrupted recovery from 
the operation and was discharged from the hospital 
on the 9th postoperative day in good condition with 
a weight loss of 22 Ib. Her health was perfectly re- 
stored soon afterwards and has continued since un- 
interrupted. When last seen on Dec. 28, 1959; she 
was symptom-free and had also gained 10 lb. since 
discharge. 

Discussion 

In this case, since the disappearance of 
hydrothorax no cancer activities have been 
shown in meticulous follow-ups. It seems that 
the appearance of free cancer cells in pleural 
effusion is not necessarily the sign of meta- 
static carcinoma, but in some cases it is only 
nature’s demonstration of peritoneo-pleural 
transfer. Therefore, if we catch them before 
their implantation into the serosa, we will be 
able to prevent their growth as solid metastatic 
tumors or at least slow down the speed of 
metastatic spread. This possibility indirectly 
was shown in 1950 by Goldie et al* “A single 
intra peritoneal injection of radio-gold into 
mice induced disappearance of abundant exu- 
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date and of its free tumor cells also prevented 
their metastatic implantation.” 

Meigs’ epoch-making contribution seemingly 
works well beyond its earlier limitation by 
showing a sharp decrease in the number of 
tumor cells available for implantation because 





Figure 3 


Day after thoracentesis: appreciable re-expansion of 
lung following aspiration of 850 ml. of fluid. 








of the mysterious disappearance of the fluid 
which carries cancer cells. 
Summary 
1. A case of papillary adenocarcinoma of the 
ovary qualifying as pseudo-Meigs’ syn- 
drome has been reported. 
2. Because of the possibility of favorable prog- 


nostic effect, even in malignant cases, 
early removal of the ovarian neoplasm is 
emphatically urged. 


Acknowledgment 
The case was made available through the kindness 
of Dr. Larsen. The author is also indebted to Dr. 
Gierlach, Radiologist, for photographs and to Dr. 
Chipps, Pathologist for his excellent evaluation of the 
specimens. 


REFERENCES 


1. Cowan, I. I., Cron, R. S., Burgess, G. F., Karioris, 
F. G.: Transport of radioactive colloidal gold be- 
tween serous cavities. Surg. Gynec. & Obst. 98: 
721, 1954. 

2. Cowan, I. I., Karioris, F. G.: Prophylaxis and pal- 
liation of malignant effusions with radioactive 
colloidal gold. Am. J. Obst. & Gynec. 69:312, 
1955. 

8. Goldie, H., Ellington, A. L., and Geiger, G. L.: 
Combined treatment of intraperitoneal tumor 
growth with radioactive chromic phosphate 
(CrP**O,) and chemotherapeutic agents. Proc. 
Am. A. Cancer Res. 2:206, 1957. 

4. Gould, E. A., Kerr, H. H.: Meigs’ syndrome. Ann. 
Surg. 143:740, 1956. 

5. Knuth, W. P., Walske, B. R.: Malignant ovarian 
tumor with ascites and hydrothorax simulating 
Meigs’ syndrome. Am. |: Surg. 95:480, 1958. 

6. MacLeod, D. H., Read, C. D.: Gynaecology. 5th 
edition. London, J. & A. Churchill, 1955. p. 640. 


The diets of the Trappists, by current standards, 
would not usually be considered extremely low in fat. 
They are, however, quite low in animal fat, containing 
approximately 36 gm. of butterfat per day. The con- 
centration of blood cholesterol in the monks was, on 
the average, considerably lower than that of healthy 
men of comparable ages in Cleveland, Ohio. 

The samples numerically are small but provide 
interesting examples of white men who throughout 
much and often most of their lives make a concerted 
and consistent effort to live in placidity, frugality and 
abstinence from all animal foods except milk and very 
small amounts of cheese. 

The relatively low blood cholesterol levels have not 
spared these men from arteriosclerosis or arterial 
hypertension. The data suggest, in fact, that arterial 
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hypertension is more frequent in them than in other 
men of the same age in the American population 
generally. 

Although we may be willing to accept the evidence 
that abnormally high cholesterol levels accelerate the 
progress of cardiovascular degeneration and _ arterial 
hypertension, it does not necessarily follow that, in 
the average person, diets unusually low in animal fat 
are beneficial. In the monks studied here it seems 
evident that diets low in animal fat and associated 
with relatively low serum cholesterol levels over a 
long pericd of years are not sufficient in themselves 
to offset the advance of cardiovascular degeneration 
and arterial hypertension. 

McCullagh and Lewis 
New England J. Med., 263:573. 
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ince the time of Van Leeuwenhoek,’ intra- 
ss cellular particles of all types have piqued 

the curiosity of histologists and patholo- 
gists. These structures are protean in form and 
ubiquitous in distribution. Certain of these 
have been termed inclusion bodies or simply 
inclusions and for the purposes of this paper 
are defined as discrete, spherical, intracyto- 
plasmic or intranuclear bodies with no known 
function which may or may not be harmful to 
the cell host. 

One of the earliest descriptions of non-viral 
inclusions in the brain is that of La Fora and 
Glueck’ in cases of myoclonic epilepsy (1911). 
Since then inclusions have been reported in a 
variety of diseases such as amaurotic family 
idiocy,’ paralysis agitans,’ Pick’s disease,’ Alz- 
heimer’s disease,° rheumatoid en- 
cephalitis,’ hepatocellular degeneration® and 
multiple sclerosis.’ Wolf and Orton*’ have re- 
ported intranuclear inclusions in the brain in 
25 patients with disease entities not related to 
the central nervous system. In addition, in- 
clusions are seen in viral diseases such as 
rabies, herpes encephalitis,"* chronic en- 
cephalitis,“* and cytomegalic inclusion dis- 
ease."* 

In this paper, another type of inclusion body 
morphologically distinct from the Lewy in- 
clusion,‘ found in the brain in a case of para- 
lysis agitans will be described. 

Case Report 
The patient was a 74 year old white male with a 


chronic 


three year history of progressive weakness, tremor, and 
unsteady shuffling gait. He sustained a fracture of the 
left femoral neck approximately one year prior to his 
death and as a result became a semi-invalid. Approxi- 
mately 10 days prior to his death he developed an 
acute febrile illness to which he succumbed. Significant 
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of South Carolina, Charleston, S. C. 


autopsy findings included severe bilateral necrotizing 
lobular pneumonia, and infarcts of the floor of the 
fourth ventricle and internal capsule bilaterally due to 
multiple thrombi in the arterioles of the involved areas 
of the brain. 

Histologic examination cf sections of substantia 
nigra and locus caeruleus stained with hematoxylin 
and eosin revealed marked reduction in the neurons 
and Lewy inclusions. In addition small eosinophilic 
cytoplasmic inclusions were found in Purkinje cells, 
and neurons of the corpus striatum, substantia nigra 
and locus caeruleus. It is these latter inclusions that 
constitute the basis of this report. 

Methods and Materials 

Sections of frontal, parietal, and occipital cortex, 
corpus striatum, thalamus, nigra, red 
hippocampus, dentate cerebellar 
cortex, pons, and medulla, were prepared from the 
brain of this case which had previously been fixed by 
injection with 10% neutral formalin followed by im- 
mersion in fermalin for one week. The tissue was 
embedded in paraffin, cut at 6 microns thickness, and 
stained with hematoxylin and eosin, Heidenhain’s azan, 


substantia 


nucleus, nucleus, 


Giemsa, myelin, Holmes,** phosphotungstic acid hema- 
toxylin and periodic Schiff stains. 

Controls were run on several brains from successive 
autopsies, all of which were fixed, sectioned, and 
stained in a similar manner. The inclusions under dis- 
cussion stain red or pink by the Giemsa, Heidenhain’s 
azan, and hematoxylin and eosin methods. They do 
not stain with PAS reagent; rather they stand out as 
a light gray disc on a background of the surrounding 
magenta PAS positive granules in sections stained by 
the MacManus method. The structures are homo- 
geneous in character, measure approximately 5 micra 
to 7 micra in diameter and are surrounded by narrow 
halo. ( Fig. 1 & 2) They are easily distinguishable from 
the larger, concentrically laminated Lewy inclusions. 
(Fig. 3 & 4) Sections stained by the Giemsa method 
reveal these structures in the Purkinje cells (Fig. 5) 
and in the corpus striatum as well. The similarity and 
proximity of these inclusions to nucleoli cannot be 
denied, but the inclusions are easily demonstrable in 
cells with a separate and well defined nucleus con- 
taining a nucleolus. 
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Figure 1 

A section of corpus striatum demonstrating two 
neurons containing cytoplasmic inclusions. x100 








Discussion 

The pathogenesis of these inclusions is not 
clear, but with the available evidence, two 
lines of thought may be followed. The struc- 
tures may be viral inclusions and may repre- 
sent the underlying etiology of the patient's 
Parkinsonism. However, no_ neurofibrillary 
tangles, characteristic of postencephalitic 
Parkinsonism,’ were found in the neurons of 








a_i * 
Figure 2 
A higher magnification of a neuron containing an 

inclusion from Fig. 1. This inclusion is smaller and 

the halo is much less distinct than in the Lewy in- 
clusion. x430 





the cell masses involved. In addition, there is 
no evidence of cellular reaction to the in- 
clusions except perhaps for the marked reduc- 
tion in the number of cells of all three portions 
of the substantia nigra. 

On the other hand, the structures may repre- 
sent an alteration or degeneration of the cyto- 
plasm and may be lifeless temporary com- 





Figure 3 
A section of substantia nigra showing a typical 


Lewy inclusion in a neuron. Note the marked diminu- 
tion of neurons and phagocytosis of pigment. x70 








Figure 4 

A higher magnification of a Lewy inclusion show- 
ing the characteristic wide halo and location among 
the pigment granules of the neuron. x430 
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ponents of the cytoplasm.** The stability of 
these spherules under the conditions of fixa- 
tion, dehydration, sectioning and staining 
would tend to indicate that they do not con- 
sist of lipoid material or glycogen. Their fail- 
ure to stain with PAS indicates only that they 
do not belong to the large group of mucopoly- 
saccharides. Their constant eosinophilia would 
tend to indicate that they are protein in nature. 
Most striking is the similarity of the staining 
characteristics of these bodies to the staining 
characteristics of the Lewy inclusions.‘ The 
latter fact accompanied by the observation of 
Lewy inclusions in the same material might 
lead one to infer that the smaller inclusions 
are merely precursors of the fully developed 
Lewy inclusion. 
Summary 

A heretofore unreported type of inclusion 
body found in the basal ganglia of the brain 
stem and dentate nucleus in a case of parkin- 
sonism is described. This inclusion is intra- 
cytoplasmic, eosinophilic, and is found most 
abundantly in the substantia nigra. It is 





Figure 5 
Another inclusion found in a Purkinje cell of the 
cerebellum. x430 


morphologically distinct from the Lewy in- 
clusion, but the possibilities that it represents 
a viral inclusion or a precursor of the Lewy in- 
cluson are suggested. 
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ycobacterium Kanasii is the new name 
M given to the Group I “atypical acid- 
fast bacillus” which produces pul- 
monary disease in man indistinguishable clini- 
cally or radiographically from pulmonary dis- 
ease caused by typical bacilli. The differentia- 
tion of the pulmonary diseases caused by 
Group I, Group II, Group III (most frequent 
type found in South Carolina), or Group IV 
atypical acid-fast bacilli (see laboratory 
criteria listed below) from typical tubercle 
bacilli is a bacteriologic one. However, the 
clinician should be alerted to the possibility 
that he is dealing with an atypical pulmonary 
acid-fast infection and not tuberculosis when 
there is a delay in the response to treatment 
with appropriate anti-tuberculosis drugs. 
Nevertheless, the only safe course to follow is 
the bacteriologic examination of the sputum 
for “atypical acid-fast bacilli”. 


A simple working classification of atypical 
acid-fast organisms, based largely upon ability 
to form pigment and upon rapidity of growth, 
is listed below: 


Group I. Pigment appears only where organ- 
isms are exposed to light while actively grow- 
ing. This is the most homogeneous of the 
groups and growth is slow at 37° C. or at 
room temperature. Pigmentation appears in 
response to short periods of light exposure 
(formerly called photochromogens). M. ka- 
nasii is the new name given to this species and 
most commonly is seen as cause of human dis- 
ease in the central states of Kansas, Illinois 
and Texas. 

Group II. Pigment is present regardless of 
the presence or absence of light during growth 
period (sometimes called scotochromogens ). 
Yellow or orange pigmentation may become a 
deeper orange-red after exposure to light. 
Growth is same as in Group I. 

Group III. Very little or no pigment forma- 
tion (sometimes called nonchromogens). 


Growth is about the same as Group I. Group 
III organisms are reported predominantly in 
the Southeastern United States as cause of 
pulmonary human disease. 

Group IV. Characterized by rapid growth, 
usually in three to four days at 37° C. or at 
room temperature or both. Pigment is lacking 
(sometimes called rapid growers ). 

The present evidence indicates that “atypical 
acid-fast organisms” are not spread from per- 
son to person. There is, as yet, no report of 
such infection occurring in the same family, 
and cross-infection with “atypical myco- 
bacteria” in hospitalized patients has not 
occurred. Patients with “atypical acid-fast or- 
ganisms” can acquire tuberculosis from active 
cases of tuberculosis at home or in tuberculosis 
hospitals if not isolated. Should present or 
future epidemiological studies point to a pos- 
sible source for these organisms in the en- 
vironment, a search for them in the suspect 
source as in domestic animals, in pets, in soil 
or elsewhere should be undertaken. 

Results of treatment in large series of pa- 
tients, especially with pulmonary disease 
caused by Group I and Group III atypical acid- 
fast bacilli, are becoming available. Disease 
caused by Group I organisms can be de- 
structive and cause death of patients, but 
responds reasonably well to treatment with 
hospitalization, anti-tuberculosis drugs and 
surgical resection or collapse after prior medi- 
cal preparation. Data on results of treatment 
in patients with pulmonary disease caused by 
Group III organisms indicate that the over-all 
results do not appear to be quite as favorable 
as with Group I organisms and much less 
favorable than with disease caused by typical 
tubercle bacilli. Group III “atypical acid-fast 
bacilli” have more pre-treatment resistance to 
Isoniazid than do other “atypical acid-fast 
bacilli”, with delayed and oftentimes poor re- 
sponse to medical therapy. Surgery is used 
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and recommended in a high percentage of pa- 
tients to close cavities and control bacterial in- 
fection. 

During the past several months, the Division 
of Laboratories, South Carolina State Board 
of Health, has isolated Group III “atypical 
acid-fast bacilli” from sputa submitted on ten 
patients. All the cases showing the presence 
of Group III atypical acid-fast bacilli have 
been confirmed by the Communicable Disease 
Laboratory in Chamblee, Georgia. 

The common characteristics of these ten pa- 
tients with pulmonary disease caused by 
Group III “atypical acid-fast bacilli” are as 
follows. All ten patients had advanced disease 
as shown by chest roentgenograms. Nine of 
these patients have had sanatorium care. Two 
are at present hospitalized at the South Caro- 
lina Tuberculosis Sanatorium; one is a 38 year 
old Negro female with advanced pulmonary 
disease which has shown little or no improve- 
ment clinically or bacteriologically on anti- 
tuberculosis drugs during the last eight 


months; the other one is a 44 year old white 
male with advanced pulmonary disease who 
because of the poor results during the past 
one and one-half years with the anti-tuber- 


culosis drugs has had a right upper lobectomy 
to be followed by a right thorocoplasty in the 
near future to control the infection. 
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In this series of cases with pulmonary dis- 
ease caused by Group III “atypical acid-fast 
bacilli” there are seven males and _ three 
females, seven whites and three Negroes. The 
oldest patient was 77 years of age when the 
diagnosis was first made and the youngest was 
38 years of age; the average age of the ten pa- 
tients is 53 years, and the average length of 
their illness has been four years. There has 
been one death in the series, a white male, 
aged 50 years who was known to have pul- 
monary disease for thirteen years. The cause 
of death of this patient was cor pulmonale. 


Summary 


With the advent of increasing knowledge 
and curiosity of the medical profession 
coupled with the enthusiasm and pioneering 
on the part of bacteriologists, the diagnosis 
and treatment of pulmonary diseases are be- 
coming more and more precise. Pulmonary dis- 
ease caused by Group III atypical acid-fast 
bacilli is a definite clinical and bacteriological 
entity and one that is responsible for consider- 
able morbidity in this state. Through our ac- 
celerated alertness and an increased index of 
suspicion, the solution to the riddle of pul- 
monary disease resulting from “atypical acid- 
fast bacilli” will be attained. 








THE GREENVILLE COUNTY MEDICAL SOCIETY 


HISTORICAL SKETCHES 


EARLY SOCIETIES 


fter my book, “A Medical History of 

Greenville County, South Carolina” 

went to press, there were found among 
some old family papers by Mr. Marion M. 
Hewell some minutes and other documents re- 
lating to Greenville medical organizations. 
They were dated at intervals from 1873 to 
1889. They include copies of two successive 
constitutions and three successive sets of by- 
laws of what were an original Greenville Med- 
ical Association and two successive organiza- 
tions by the same name. There are also min- 
utes of the meetings of these societies. These 
documents reveal an interesting realization of 
the need for an organization by the doctors of 
the community in these post-reconstruction 
years, and of their difficulties and frustrations 
in maintaining such an organization. 

It appears that a society, called the Green- 
ville Medical Association, was organized first 
in 1873. Its constitution referred to it as an 
“auxiliary to the State Medical Association.” 
There is an undated constitution which differs 
in some of its provisions from that dated 
March 3, 1873. I suspect that this was prob- 
ably a committee’s preliminary draft which 
preceded the adoption of a perfected instru- 
ment. However, it may be an indication of the 
existence of either an earlier or a later society. 

There is a third copy of a constitution which 
bears the notation: “Articles of Constitution 
and By-laws read and adopted on May 23, 
1887.” 

Each of these states that the name of the 
organization would be the “Greenville Medi- 
cal Association.” 

There are other similarities. Each provided 
for two vice-presidents, but only the first re- 
quired the election of a chaplain. Regular 
meetings were to be held quarterly, in May, 
August, November and February. The May 
meeting was designated the annual meeting. 


J. DECHERD GUESS, M. D. 
Greenville, S. C. 





This is the last of a series of sketches dealing 
with medical doctors and organizations in 
Greenville County during the first century and 
three-quarters of its history. This sketch deals 
with a period of a decade and a half, beginning 
shortly before the revolution of 1876 when 
Wade Hampton delivered South Carolina from 
carpet bagger and negro rule. Medically, that 
was a significant period. It was an era of con- 
tinuous struggle to organize and maintain a 
scientific medical society. The period ended in 
1891, when the Greenville County Medical So- 
ciety was chartered as a constituent society of 
the South Carolina Medical Association. 











Election to membership was to be by ballot 
and required a favorable vote by two-thirds 
of the members present. The signing of the 
constitution by new members was required. 
The initiation fee was set at $1.00 by the 
earlier document and at $2.00 by the later. 
Monthly dues were 25 cents. 

Each constitution stated: “Each member 
is expected to make a verbal or written report 
of any anomalous or interesting case that may 
have passed under his observation.” In addi- 
tion to case reports essayists were to be 
selected to prepare and to present at suc- 
cessive meetings an essay on some medical 
subject. This essay was to be open for discus- 
sion by the members. 

Withdrawal from the required 
written resignation and a notice of three 
months. 

Re-election of officers before the lapse of a 
year was forbidden. The Code of Ethics of the 
American Medical Association was approved. 

Neither copy contained statements of basic 
objectives. 

There are minutes of meetings both regular 
and called up through May 3, 1880—that is 
for seven years. On that date, the Association 
met in annual session. Dr. G. L. Swandale 


society 
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was elected secretary. Dr. J. W. Hewell, 
grandfather to Mr. Marion Hewell, had been 
secretary. Whether this change in secretaries 
accounts for it or not, there is a gap of seven 
years in the minutes in Mr. Hewell’s posses- 
sion. The next meeting recorded after the 
meeting of May 3, 1880 was held on May 16, 
1887. The minutes state that: “Motion by Dr. 
Swandale to appoint a committee to draw up 
by-laws and select a name for the society.” 
This indicates that at some time during those 
seven years, the society became inactive and 
that now an effort to revive it was made. 

A constitution and by-laws were adopted 
on May 23, 1887. These by-laws required that 
the meetings be held in private, that each 
member deem himself bound to maintain the 
honor of the association and to that end 
should preserve the strictest order and de- 
corum during the meetings, that the member 
should rise to speak and should address him- 
self to the president, that he should confine 
himself strictly to the subject under discussion 
and that he should avoid all personalities and 
offensive expressions. It was stipulated that 
all “conversation either in whispers or aloud 
should be avoided during the meetings.” 

This reorganization occurred four years be- 
fore the society was chartered as a constituent 
society of the State Medical Association. Dr. 
C. T. J. Giles has said that a county society 
was reorganized in 1890 or 1891. If that be 
true, this Greenville Medical Association, or- 
ganized in 1887, must have become inactive 
as had its predecessors. 

Although the successive organizations were 
designated officially in their constitutions as 
associations, it is noted in reading the minutes 
that they were referred to more and more 
frequently as time went on as “the society.” 

That economics, both individual and pro- 
fessional, was ever present in the thinking of 
these doctors of the late nineteenth century, 
when the state was still impoverished after 
war and reconstruction, is indicated both by 
the small initiation fees and monthly dues and 
assessments and by the recurring reference in 
the minutes to the fee schedule. The assess- 
ment for entertainment of the State Medical 
Association, when it met in Greenville in 1879, 
was $5.00. The pro rata assessment for the 


January, 1961 


establishment of a society library and reading 
room was $5.00. When the State Association 
met in Greenville in 1878, a committee was 
appointed to secure reduced hotel rates for 
those attending the meeting. The ladies of the 
Presbyterian Church agreed to serve an asso- 
ciation dinner for $1.00 per plate. 

In 1880, a committee was appointed to ex- 
amine and revise the fee bill. In 1887, a com- 
mittee “on the fee bill and on collections” was 
appointed. 

It appears that the first medical library was 
established in 1879. On August 6 of that year, 
Dr. R. D. Long moved that a committee be 
appointed to report “on the propriety of or- 
ganizing a medical library.” Drs. Long, George 
E. Trescott, and J. W. Maxwell were ap- 
pointed. The reported: “It is 
eminently wise and proper that a library and 
reading room be established for use of mem- 
bers of the society.” The library was opened 
early in 1879. One year later, Dr. J. L. Dor- 
roh (in the minutes his name was written 
variously as Dorrough, Dorough, or Dorroh ) 
moved that the library be continued. 

Again at the organizational meeting on May 
23, 1887, a committee was appointed “to con- 
sider the propriety of establishing a new 
library or reading room.” 

At the meeting to attempt to reactivate the 
South Carolina Medical Association held in 
Spartanburg in 1869, doctors from Greenville 
were present. It was not, however, until 1873 
that duly elected delegates from the Greenville 
Association were registered for the first time. 
Five delegates and five alternates were elected 
by the newly organized Greenville Medical 
Association to represent it at the meeting of 
the State Association held in Greenville in 
1878. The delegates were: Dr. W. R. Jones, 
who was president of the Greenville Society, 
Dr. E. F. S. Rowley, its treasurer, Dr. W. A. 
Mooney, its 2nd vice-president, Dr. J. L. Dor- 
roh and Dr. C. Few. Dr. S. S. Marshall, a mem- 
ber of the Greenville Association, was 
elected president of the State Association that 
year. The official delegates the next year were 
Drs. W. R. Jones, J. L. Dorroh, W. Thompson, 
and R. D. Long. 

In 1880 the delegates to the State Associa- 
tion meeting were: Drs. George E. Trescott, 


committee 
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W. R. Jones, E. F. S. Rowley, S. S. Marshall, 
and R. D. Long. 

As one reads the minutes of those early 
Greenville County Societies or associations as 


they were called, he finds that certain names_ 


occur over and over again. George E. Tres 
cott, W. R. Jones, S. S. Marshall, E. F. S. Row- 
ley, R. D. Long, W. Thompson, W. S. Mil- 
ler, J. L. Dorroh J. W. Maxwell—these un- 
doubtedly were the leaders of organized medi- 
cine in Greenville County during the last 
quarter of the nineteenth century. Some of 
them were not mentioned in my history. Sev- 
eral of them do not occur in the record of 
Greenville County physicians compiled by the 
historian of the auxiliary of the Greenville 
County Medical Society. It appears that had 
it not been for these old minutes so belatedly 
discovered, many of the early leaders of 
Greenville’s medicine would have been lost to 
history. 

Among the leaders who seem to have been 
forgotten are: Dr. J. W. Hewell, who was a 
classmate of the late Dr. Lane Mullally, great- 
ly beloved professor of obstetrics at the Medi- 
cal College of the State of South Carolina for 
so many years. Dr. Hewell was also a class- 
mate of Dr. Edward F. Parker, professor of 
diseases of the eye, ear, nose and throat. Dr. 
Hewell was a delegate to the State Association 
in 1879, and was second vice-president of the 
County Society in 1880-81. No doubt his col- 
leagues gave him many other honors, for he 
was still a young man when the record stops. 
His name is not among the signers of the new 
by-laws of 1887. 

Dr. W. Thompson is another who seems to 
have been omitted from other records. He was 
acting secretary of the new association on 
January 23, 1878 and was the elected secretary 
in 1878-79. He was a delegate to the State 
Association in 1879 and again in 1880. His 
name does not occur among the signers of the 
by-laws in 1887. 

Dr. J. L. Dorroh was present at the meeting 
on February 4, 1878, when he was elected a 
delegate to the State Association meeting. He 
was treasurer of his society in 1879 and be- 
came first vice-president the next year. He at- 
tended the meetings regularly and took an 
active part in the scientific work of the society. 


He advocated and supported the establishment 
of a reading room or library. He was a charter 
member of the reorganized society in 1887. 

Dr. Miles, whose given name or initials were 
never recorded, was elected to membership 
in the society on January 22, 1878. He became 
second vice-president in 1879 and was an 
alternate delegate to the state meeting that 
year. His name is not among the signers of 
the by-laws of 1887. 

Dr. W. A. Mooney was a member of the 
first association. He was elected a delegate to 
the State Association meeting on March 4, 
1878. Dr. T. Stokes was also a member of the 
first organization. Neither joined the society 
of 1887 as charter members. 

Dr. R. D. Long was active in the county 
society until his death at 42 years of age, in 
1886. He had been an alternate delegate to 
the State Association meeting in 1878 and 
again in 1879. He was elected president of his 
county society in 1880. 

“County doctors” were invited to join the 
successive Greenville associations. Dr. David 
Ross Anderson was one of these. He practiced 
in the Fairview Community for half a century 
and was preceptor to Dr. H. B. Stewart, who 
practiced in the same community for so long. 
Dr. Crieghton was another country doctor. 
The old Crieghton home is still standing. It is 
in Greenville County across the river from the 
Reidville Community. Reidville was the boy- 
hood home of Dr. J. L. Anderson and Dr. Tom 
Brockman. 

C. Few, whose name occurs so often, seems 
to have been a brother of Dr. B. F. Few. His 
given name was Columbus. It is thought that 
he ultimately moved to Hendersonville, N. C. 

Dr. W. S. Miller began practicing in Greer. 
He later moved to Greenville. 

There were only twelve charter members of 
the reorganized society of 1888. They were 
E. S. Burnham, of whom I have no other rec- 
ord, A. D. Hoke, who was, perhaps, the Dr. 
Hoke who was a dear friend of Dr. A. B. Crook 


and who was wounded in Virginia early in 
the war. Dr. Crook hastened to attend him 
and remained in Virginia assisting in the treat- 
ment of the wounded until he had overtaxed 
his strength. He returned to Greenville and 
died soon afterward. Others were: Dr. E. F. S. 
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Rowley, Dr. R. D. Long, Dr. J. M. McClana- 
han, a partner of Dr. Trescott in operation of 
the Greenville Infirmary; Dr. J. H. Dean, of 
whom I know nothing further; Dr. W. R. 
Jones; Dr. George E. Trescott; Dr. J. L. Dor- 
roh; Dr. S. S. Marshall; and Dr. J. W. Vance 
and Dr. J. Crieghton, neither of whom seem 
to have left any other record. 

The members of these early societies took 
the scientific work of the societies seriously. 
It is distressing to read of the cases which they 
reported. Diphtheria was endemic. There 
were no laboratory diagnostic aids and no 
specific treatment. Every sore throat in a 
child and any hoarseness aroused terror in the 
parent and anxiety in the doctor. If the little 
patient recovered, the disease was probably 
not diphtheria; if he died, it almost certainly 
was. There were several deaths reported at 
almost every meeting. It was not unheard of 
to lose every child in a family. 

Typhoid fever raged every summer. The 
disease lingered long and recovered, or it was 
terminated by intestinal hemorrhage or per- 
foration. In either instance the doctor was 
scientifically helpless, but he was a bulwark 
of strength and comfort to the family. 

Surprisingly few cases of puerperal fever 
were reported. 

“Potassium,” probably potassium nitrate 
(saltpeter), was used to treat “chronic al- 
buminuria.” Quinine was used in typhoid and 
seemingly in all other fevers. If the fever re- 
mitted in typhoid while under treatment with 
quinine, the disease was termed typhoid-mal- 
aria or typhoid with malarial manifestations. 
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All sore throats, including diphtheria, were 
swabbed with carbolic acid and tincture of 
myrrh. Potassium (per) manganate and 
chromic acid, iron, and quinine were pre- 
scribed. The contagiousness of diphtheria by 
contact was suspected, but was still a de- 
batable subject. One case of abortion, treated 
with veratrum viride, was reported. A fatal 
case of diphtheria was treated with sulphur 
fumigation after administration of iron and 
quinine. Dr. W. C. Jones reported a successful 
operation for “the stone.” Pneumonia was fre- 
quent and deadly, with a crisis awaited 
anxiously on the seventh, ninth, or eleventh 
day of the disease, and with purulent empy- 
ema a frequent sequela. 

How strange all of this must seem to 
younger readers, many of whom have never 
seen a case of diphtheria, typhoid fever, or a 
crisis in pneumonia. Is it any wonder that 
these doctors of the eighteen-eighties and 
nineties, who had their poker clubs, who liked 
a drink or several, and who for the most part 
were not pious, elected a chaplain for their 
society and opened their meetings with 
prayer? Is it any wonder that their patients 
felt so dependent upon their doctors and their 
doctors felt so dependent upon God? These 
doctors could not cure, but they could and did 
render comforting, kindly, sympathetic service 
to their clients. They frequently hid their svm- 
pathy under a gruffness of manner, and their 
helplessness under an air of arrogant self-con- 
fidence. But withal they had hearts of gold 
and the respect, love, and esteem of their 
people. 















ELECTROCARDIOGRAM 
OF THE MONTH 


Hyperventilation 
Date Groom, M. D. 


Case Record—A 32-year-old lady was admitted to the 
hospital because of attacks of numbness and tingling 
noted particularly in the face and extremities. She 
described the attacks as coming on without warning, 
lasting usually an hour or so, accompanied by extreme 
apprehension, alternating sensations of hot and cold, 
often fears of a dread disease or impending death. 
The recurrent nature of these symptoms had increased 
her anxiety about them. When asked specifically about 
any disturbance in her respiration she could recall 
none. 

Prior to onset of these attacks some three months 
previously, she had been a reasonably stable, outgoing 
individual who had made a satisfactory adjustment to 
marriage and motherhood. She did recall having ex- 
perienced mild symptoms of a similar nature at times 
when a college student but had never had an illness 
of any consequence until the present one, apparently 
ushered in by a problem of great emotional import to 
her. Nevertheless she had been able to carry on a 
strenuous schedule of civic activities and outside 
employment in addition to care of her three children 
at home. A marked weight loss was attributable to her 
loss of appetite. 

Significant findings were her labile tachycardia, 
vasomotor mottling and flushing of the skin of the 
neck and chest, cold moist hands and feet. There was 
no neurological deficit. Her blood calcium, phosphorus 
and total and fractional blood proteins were all within 
the normal ranges. 

This electrocardiogram was recorded during an epi- 
sode of voluntary hyperventilation and is similar to 
one made on admission. A subsequent tracing follow- 
ing rest and reassurance was normal. 
Electrocardiogram—The_ tachycardia 
a sinus one inasmuch as the P waves are normal as are 
the P-R and QRS intervals. Its rate varies widely, be- 
tween 100 and 150. T waves are generally flattened 
or notched throughout. The electrical axis is pre- 
dominantly vertical with depolarization directed to- 
ward the left leg electrode aVF, and counterclockwise 
rotation is evidenced by the typical left ventricular 
complexes with Q waves of septal activation as far to 
the right on the precordium as the Vs; position. Like- 
wise the Q waves of leads II, III and aVF, of minimal 
width (area), are doubtless positional in origin. 
Discussion—-This electrocardiogram departs from the 
usual standards of normality principally in its rapid 


is presumably 
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varying heart rate and the marked T wave changes 
which are of a non-specific nature. Knowing the char- 
acter of the patient’s illness one might note that the 
S-T segments are a little long (at this rapid rate 
there should be practically no discernible segment ) 
and that in V; there may be minimal S-T depression, 
ordinarily insignificant. Reversion of the T and S-T 
changes to normal on a subsequent tracing demon- 
strates the reversibility of these alterations of re- 
polarization. 

Certainly no test is of greater value in differentiating 
structural from functional cardiac disorders than the 
electrocardiogram. However it is far from infallible. 
Neuroses and anxiety states variously labeled “neuro- 
circulatory asthenia”, “effort syndrome”, “soldier’s 
heart”, “D.A.H.”, “irritable heart”, or just plain 
“cardiac neurosis’—of which the hyperventilation 
syndrome is often a part—perpetually simulate the 
syndromes of organic disease. Unfortunately the idea 
grew up in years past that the so-called functional 
disorders do not cause electrocardiographic abnormali- 
ties and that the results of physical, laboratory, ro- 
entgenographic, electrocardiographic and metabolic 
studies are always negative in these patients barring 
some concurrent organic disorder. Diagnoses of “myo- 
cardial damage” or “myocarditis” were too often 
made on the basis of minor T wave changes plus 
symptoms which were in reality psychogenic. An ap- 
preciation of how much emotion can do to the cardio- 
vascular system—even to the point of accelerating 
circulation sufficiently to produce functional murmurs 
at times—has tempered the interpretation of such 
findings. 

Quite likely several mechanisms are involved in the 
T and S-T changes induced by hyperventilation, the 
best understood being the reduction in amount of 
ionized (physiologically active) calcium in the blood 
by the alkalosis incident to the excessive loss of CO, 
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in over-breathing. The electrical changes are those of 
hypocalcemia, most specifically a prolongation of the 
Q-T interval by lengthening of the S-T segment. Direct 
autonomic influences are also indicated by the wide 
variations in heart rate, sometimes in the P-R interval, 
and the reported restoration of such T waves to nor- 
mal by ergotamine tartrate. 

A perplexing feature about these cases is that 
commonly the hyperventilation is not obvious to the 
patient or to an observer. Rather, the effect seems to 
be a cumulative one whereby excessive CO. is lost 
over a period of time until a critical level is reached 
or until even a slight increase in respiration is suffi- 
cient to trigger the typical symptoms. A definite 
vicious cycle is often evident, as in this case, whereby 
the physical symptoms themselves evoke more anxiety, 
more hyperventilation and hence more severe symp- 
toms. Asking the patient to voluntarily restrict respira- 
tion or to rebreathe into a paper bag is helpful but no 
measure of treatment is quite as effective as re- 
production of the symptoms in the patient by de- 
liberate hyperventilation, thereby demonstrating most 
convincingly the cause and mechanism of the syn- 
drome. 


Dr. Dale Groom’s book Clinics in Electrocardio- 
graphy is available through the Medical College Book 
Store, or from the culties, Charles C. Thomas, 
Springfield, Ill. 


Postoperative Complications — 
V. Venous Thrombosis 


R. RANDOLPH BrapHaM, M. D. 
Department of Surgery 


M. P., a 30 year old white male with paraplegia is 
at present a patient in the Medical College Hospital. 
The paraplegia resulted from transverse myelitis sus- 
tained in an automobile accident. He developed multi- 
ple decubitus ulcers over the femoral trochanters and 
ischial tuberosities and was admitted for repair of 
these ulcers and rehabilitation to ambulation with 
braces. One ischial tuberosity ulcer was repaired with- 
out event. Several days*following repair of the second 
ulcer, the patient developed thrombophlebitis of the 
left leg. His leg exhibited the swelling, discoloration, 
and increased heat consistent with deep venous 
thrombosis involving the common femoral vein. 

Ordinarily this patient would have been started on 
anticoagulant therapy immediately following the 
earliest evidence of deep vein thrombosis. However, 
he had damaged his urethra by inadvertently pulling 
out his urethral catheter with the 5 ml. bag inflated. 
This caused moderate bleeding. We were hesitant to 
prolong his clotting time until the urethral bleeding 
had stopped. As a temporary measure, fibrinolysin, 
100,000 units, was given intravenously on each of 
two successive days. This was apparently of no benefit 
clinically. Approximately 36 hours after signs of deep 
venous thrombosis were noticed, anticoagulant therapy 
was begun. Clotting time and prothrombin time were 
obtained as base line controls. Aqueous sodium hepa- 
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rin, 50 mg., was given intravenously. Clotting times 
were obtained one half hour and three and one half 
hours following this initial dose. On the basis of the 
response to this intravenous dose, it was elected to 
give the patient 75-125 mg. of aqueous sodium hepa- 
rin subcutaneously every 8 hours, each dose varying 
with a clotting time determination obtained seven 
hours following the preceding dose. Dicumarol therapy 
was begun at the same time with an initial dose of 
300 mg., a second day dose of 200 mg., and a third 
day dose of 100 mg. Subsequent dosage was based on 
daily prothrombin activity. Heparin was discontinued 
when the prothrombin activity was reduced below 30 
per cent of normal. The patient’s leg has decreased in 
size, is less warm, and has a more normal color. 
Discussion 

Valuable time was lost because of the necessary 
delay in starting this patient on anticoagulant therapy. 
These agents do nothing to diminish the size of the 
thrombus already formed but will prevent propaga- 
tion of this thrombus if given in sufficient quantity to 
prolong the clotting time two to three times the nor- 
mal value. By preventing further propagation, the de- 
gree of postphlebitic sequelae will be reduced pro- 
portionately as this state depends upon the extent of 
obliteration of the venous system in an extremity. Once 
this clot begins to form, propagation is rapid during 
the first 24 hours. Therefore, the effectiveness of anti- 
coagulant therapy will depend upon the time interval 
between the occurrence of the thrombus and the 
initiation of a state of blood hypocoagulability. Intra- 
venous heparin is the most logical method of ini- 
tiating an immediate state of hypocoagulability. Once 
this has been accomplished, heparin by subcutaneous 
or intramuscular injection can be used to maintain 
prolonged clotting times. Dicumarol can be given 
initially and heparin discontinued when the pro- 
thrombin time becomes less than 30 per cent. 

Unfortunately the incidence of deep venous throm- 
bosis has not decreased. Although present methods of 
therapy have reduced morbidity associated with pul- 
monary embolus, infarction, and post-phlebitic seque- 
lae, the devastating effects of deep venous thrombosis 
continue to be one of our major postoperative com- 
plications. 

Much thought and analysis has been given toward 
determining the disease states and factors predisposing 
to this complication.’.* It is generally agreed that 
heart disease is the most common and ominous con- 
dition predisposing to thromboembolism. The patients 
of advanced years with heart disease and cancer are 
the group most liable to have thrombophlebitis. There 
is a. fairly high incidence of venous thrombosis in 
paraplegics, whereas tuberculosis, another disease of 
recumbency, is associated with a low incidence of this 
disease. One need only to read the classical collective 
review on this subject by DeBakey* to realize the 
tremendous variation in incidence of venous thrombo- 
embolism. 

Manifestations vary greatly but generally two pat- 
terns are recognized clinically, thrombophlebitis and 


phlebothrombosis. The signs and symptoms of 
thrombophlebitis are pronounced both locally and 
systemically. The limb is swollen, painful, and dis- 
colored. There is associated fever, tachycardia, and 
leukocytosis. In phlebothrombosis, the local manifesta- 
tions are few. This is the pattern frequently referred 
to as a “bland” or “silent” venous thrombosis which 
may give rise to fatal pulmonary embolism without 
preceding signs or symptoms. Clinicians are divided 
in their opinions as to whether thrombophlebitis and 
phlebothrombosis are different stages of the same dis- 
ease or different disease processes. 

Venous stasis, intimal damage, and blood hyper- 
coagulability are considered to be causative factors. 
In studies carried out by McLachlin and Paterson," it 
was found that there was a marked tendency for 
thrombi to form at the apices of valve pockets where 
stasis of blood should be most extreme. No evidence 
of vein damage was apparent microscopically at the 
sites of thrombosis. In later studies McLachlin and 
associates® injected Hypaque into the dorsal vein of 
the foot for pyelograms. This contrast material was 
directed into the deep veins by placing a tourniquet 
at the ankle. Cine-radiographic and rapid casette 
changing techniques allowed study of venous flow 
and stasis in the normal venous system of 100 subjects. 
Stasis in valve pockets was seen repeatedly. The im- 
portant feature of this study was that elevating the 
legs 15 degrees reduced this stasis markedly. This was 
much more effective than wrapping the legs with 
elastic bandages or inducing vigorous muscle con- 
tractions. The theory that a state of hypercoagula- 
bility exists also has its proponents. Sharnoff and asso- 
ciates,° in studying 41 unselected patients, obtained 
blood values which clearly indicated that at least one, 
and sometimes two, transient, abrupt episodes of 
marked shortening of blood coagulation times, asso- 
ciated in all instances with a transient increase in 
platelets, occur in the patient undergoing extensive 
surgery. It is their opinion that this period may be 
the most critical and the most likely time for de- 
velopment of either venous or arterial thrombosis. 
Anlyan and associates’ agree with the theory that a 
state of hypercoagulability appears to be the basic 
etiologic factor, although they were unable to clearly 
define any clotting factor that was out of balance. 
Vein damage can of course result in thrombosis but 
it has never been clear whether, in thrombophlebitis, 
the intimal damage precedes or follows the thrombosis. 

Because prevention is always the first line of de- 
fense in combatting any disease, clinicians should be- 
come more aggressive in these measures. Admittedly 
these are few. Leg veins should not be used for intra- 
venous infusions unless all other routes have been 
exhausted. When this route is used, the use of 10-20 
mg. of heparin in each liter of fluid will aid in pre- 
venting thrombosis. There is good evidence that 
venous thrombi begin during or shortly after an 
operation. Elevation of the foot of the operating table 
and bed will reduce markedly venous stasis during 
this period. Strong elastic stockings or plastic boots 


placed on the patient’s legs prior to operation may aid 
in diminishing superficial venous stasis but will prob- 
ably be of little benefit in preventing stasis in the 
deeper veins. For elastic binders to be effective, at 
least two must be used on each leg and these should 
be secured with adhesive tape. Unless this is done, 
these binders will become undone and exert a con- 
stricting effect at one or more levels. Early ambulation, 
although a worthwhile practice, probably does little 
to prevent venous thrombosis. The time spent ambula- 
tory during the first one or two postoperative days is 
a pittance compared to the time the patient is re- 
cumbent. Much thought should be given to the use 
of anticoagulant therapy in the postoperative period 
for patients who have had previous episodes of 
thrombophlebitis and for those having heart disease 
and cancer especially when they are in the older age 
groups. 

Management of thrombophlebitis at present is best 
accomplished with anticoagulant therapy. This method 
of therapy can effect a significant reduction in morbid- 
ity and mortality. Methods of administration, contra- 
indications to anticoagulants, and treatment of hemor- 
rhage are outlined well in numerous articles.*-** Our 
own plan of therapy is very similar to that used in 
management of the above patient, except that anti- 
coagulants are usually begun immediately upon mak- 
ing the diagnosis of deep venous thrombophlebitis. 
The superficial variety is treated by anticoagulants 
only when the process is progressive and not con- 
trolled by bed rest, leg elevation, and local heat. 

Other methods of therapy are applicable in certain 
well selected cases. Mahorner, Castleberry, and Cole- 
man’* obtained excellent results in 16 extremities of 
15 patients by thrombectomy. The edema subsided 
more rapidly than in similar cases treated by con- 
servative measures. In 12 of the 16 extremities, the 
disappearance of swelling was sudden and most 
dramatic. In 5 of these patients venograms were done. 
In 4 of the 5, venograms proved that even a short time 
after the massive thrombosis was removed, the veins 
were open and functioning. Byrne’ recently repcrted 
significantly better results with surgical vein inter- 
ruption than with anticoagulant therapy in a study of 
979 cases treated at the Boston City Hospital. These 
results were particularly true in chronic predisposing 
states such as cardiac disease or hemiplegia. In this 
critical analysis, postphlebitic symptoms such as 
edema, varicose veins, and ulcers occurred as fre- 
quently after anticoagulant treatment as after operative 
interruption of the vein and appeared related to the 
extent of the initial disease rather than its treatment. 
Certainly, ligation of the inferior vena cava has its 
place in management of patients who have pulmonary 
emboli while on anticoagulant therapy and for those 
patients for whom anticoagulants are contraindicated. 

The development of fibrinolysin preparations repre- 
sents a significant step toward a successful enzymatic 
attack upon acute thromboembolic disease. However, 
at the present time, based on our own studies in the 


laboratory,** we do not believe that the preparations 
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now available have more than minimal dissolution 
potential. There are many complexities to this prob- 
lem and space does not permit their discussion here. 
In laboratory animals, our experiments resulted in only 
minimal dissolution of 24 hour old thrombi. We have 
had little experience with these agents clinically and 
used fibrinolysin in this patient with the hope that it 
would be of small benefit to him while anticoagulants 
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The importance of porosity in vascular prosthesis, 
by R. R. Bradham (Charleston) Am. J. Surg. 100: 
557, Oct. 1960. 

Segments of the abdominal aorta of adult mongrel 
dogs were replaced with compressed Ivalon (poly- 
vinyl alcohol) tubes to determine the importance of 
porosity in vascular prostheses. The status of these 
grafts was determined at varying periods of time 
postoperatively and the results were summarized. The 
lack of interstices through which fibrous tissue could 
infiltrate the wall of the prosthesis resulted in the 
formation of a hyalinized intimal lining which was 
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slowly replaced by fibrous tissue which grew in from 
the ends of the graft. 


This hyalinized membrane was fragile and dam- 
aged easily. The outer fibrous covering, the graft, and 
the intima could be easily separated. It is concluded 
that porosity is an important feature of a vascular 
prosthesis as it allows early fixation of the graft and 
early fibrous organization of the intima. Ivalon seems 
not to be the most suitable prosthesis from this stand- 
point. 


R. R. B. 





President’s Pages 


Last month the President’s Pages contained part of 
a special report to the Delegates concerning re-registra- 
tion of physicians. This month we are publishing the rest 
of that report, since it blends in so closely with one of our 
projects for the present year. 

It is not the purpose of this letter to criticize the 
societies who have opposed re-registration and anything 
appearing here should not be interpreted in any way as 
an attempt to censor them. Each society has a perfect 
right to its own opinion, and it may very well turn out 
that they are correct. In asking for a reconsideration they 

: may virtually be doing our Association a great favor. This 
is certainly so, if as they surmise, a majority of members of our Association are not in favor of 
re-registration in spite of the affirmative action by the majority of the Delegates. 

I cannot help but believe that if we had been better informed on this issue when it came 
up for discussion, that a decision — either the same as was reached, or the opposite — would 
have more nearly reflected the true feeling of the Association and done away with the mis- 
understanding that this has now brought forth. The reason that I am commenting on this at 
all is to use it as a sort of “spring board” to re-emphasize a few points brought out in my first 
President's Page last summer. You will remember, in these letters I pointed out the sovereignty 
of the county societies and the responsibility that these societies have in making our State Asso- 
ciation strong. One of the points emphasized at that time was the fact that the Delegates from 
each county should be fully informed about the issues to be considered at the meeting of the 
House of Delegates. 

The potential hazard behind circumstances such as this is apparent when we realize what 
might happen from year to year if an issue, supposed to have been settled by the majority of 
the House of Delegates, is not taken as the policy of the Association, but is subject to change 
before the next meeting of the House. When will we ever know exactly where we stand on any 
given issue? How can we make public announcements or public policies if we do not know that 
we have the backing of our component societies after it has once been passed by our official 
governing body? It is imperative that this type of internal conflict be settled once and for all 
in our House of Delegates, and particularly so in policies affecting the general public. We 
should know the will of the majority before an issue is passed, not find out afterwards. 

After considerable thought on the matter, it is felt that in order to keep such happenings at 
a minimum, and that we might always present a united front in our dealings with the public 
and the Legislature, it is incumbent on each of us as Delegates from our respective county 
societies to inform ourselves of the issues to come up prior to the meeting of the House of 
Delegates. 

Certainly any issue, which is controversal, should be discussed thoroughly with members 
of our County Society beforehand, so that we will know exactly how they feel when we repre- 
sent them at the State meeting. 

The question naturally arises as to how this information can best be passed on to Dele- 
gates beforehand. Your attention is called to the following sources: 

(1) Prior to a State Convention, the South Carolina Medical Journal publishes its annual 
“Convention Number”, which contains the reports of all the standing and special com- 
mittees which have been appointed to work on various problems during the year. 
These reports include, recommendations and resolutions, which will be presented from 
these committees, and will be considered by the House of Delegates after having been 
studied by the reference committee, to which they are referred at the Annual Meet- 
ing. 

These reference committees are very important. They are used because it is easier for 
a small committee to study a recommendation and get the real meat. Similarly, it is 
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more practical to point out the flaws and suggest amendments, or deletions, so that the 

final draft will be acceptable to the House when presented. It is unfortunate that many 

delegates and members of our Association do not take advantage of appearing before 

a reference committee when a bill in which they are interested is being considered. The 

delegate has a real opportunity for discussion and to influence passage one way or 

another by stating his views with the committee, and before it is presented to the 

House in its final form. I would urge each of you not to forget about these committees. 

A close study by the Delegate of all the reports contained in the Journal will help 

considerably in his understanding and give him a clue to what discussions probably 

will take place at the Association meeting. 

It might be well that, in addition to reports which are included in this special issue 

of the Journal, reference could also be made to other committee reports which have 

not been included, or which may be amended by supplemental reports at the meeting. 

The delegate would be given notice that on these particular questions, he should seek 

additional information from the Chairman of the Committees, or from officers of the 

Association about any item in which his society is particularly interested. 

Council often has certain recommendations to be brought before the Association, 

which may or may not be included in the Convention issue of the Journal. It would 

be well for each Delegate to consult with the Councilor from his individual district 
and find out what particular points might be brought up which would require his 
special attention, or might be particularly interesting to his society. 

(3) The House of Delegates also sits as the corporation of Blue Shield. Therefore, 
it would be extremely helpful for delegates from each county to acquaint themselves 
with any particular Blue Shield problem which their society has had to cope with 
during the year, and find out from the Blue Shield representative about any special 
legislation or recommendation which might be contemplated. Blue Shield is our baby, 
the doctors’ own plan, and it is one of the most misunderstood of all the progeny of 
our Association. I think that this particular phase deserves special attention by all our 
delegates. 

(4) As I have stated in earlier issues of the Journal, it is my desire to meet with every 
county society sometime during this year before the State meeting. At these times I will 
consider it a privilege to be of any service that I can in answering questions or entering 
into discussion of any problem which might be of particular interest, concerning the 
current program of the South Carolina Medical Association, or any items which might 
be considered in the future. 

(5) Do not forget the officers of the Association. Remember that they will be glad to help 
with your problems at all times, and that we have special facilities for use at any time 
you should desire such aid. 

The executive offices in Florence, under the very efficient administration of Mr. M. L. 
Meadors, can give you authoritative information on any subject concerning the affairs 
of S. C. M. A. or A. M. A. He has files on all past meetings of the House of Delegates 
for reference and an almost unlimited supply of information about A. M. E. F. — 
problems of the aging, public relations, medical legislation both State and National, 
and many other subjects. He will be pleased to have you call on him and will help in 
any way possible. The address of our Executive Secretary is — 309 West Evans 
Street, Florence, S. C., Telephone Mo. 9-8711. 

Always remember your Councilor — He probably is your closest source of authentic 
information. 

Dr. William Weston, 1515 Bull Street, Columbia, S. C., our Senior Delegate, and Dr. 
George Dean Johnson, 157 Pine Street, Spartanburg, S. C. will be glad to clarify any 
issues concerning action taken by A. M. A., and if you pose a query to them that might 
possibly be a little out of their line, Dr. Julian Price, of Florence, present Chairman of 
the Board of Trustees of A. M. A., can step in and fill the gap. We are very fortunate 
in South Carolina to have such an imposing group of representatives in the A. M. A. 
at our beck and call. 

Dr. Joseph I. Waring, Editor of The Journal of S. C. M. A., is also Chairman of our 
Public Relations Committee — he can be of invaluable counsel in many problems. 
Likewise, our Mediation Committee — Dr. Roderick MacDonald, 330 E. Main Street, 
Rock Hill, $. C., Chairman, may be of help to you at times. 


~- 
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Also, Dr. James H. Gressette, 920 Holly Street, Orangeburg, S. C., Chairman of 
Council; Dr. B. J. Workman, Pearson Street, Woodruff, S. C., Vice-President; Dr. J. 
Howard Stokes, 161 W. Cheves Street, Florence, S. C., Treasurer; Dr. Charles N. ! 
Wyatt, 301 E. Coffee Street, Greenville, $. C., President-Elect; Dr. Robert Wilson, 165 
Rutledge Ave., Charleston, S. C., Secretary, are always on call to help in any way. 





Problems in thyroid disease by William H. Prioleau, 
M. D., Tri-State M. J. 7:14, Feb. 1960. 

This is an abstract of an introduction to a Panel 
Discussion on Thyroid Disease. It was intended to 
give some direction to the proceedings, but by no 
means to preclude the introduction of other subjects. 

Mild and border line cases of hyperthyroidism pre- 
sent diagnostic difficulties. They must be differ- 
entiated from anxiety neurosis, minor psychoses, 
emotional disturbances, and other symptom complexes 
grouped by Alvarez under the term “constitutional 
inadequacy’. An elevation of the I-'** uptake and of 
the protein bound iodine, particularly if both are pres- 
ent, is generally indicative of a hyperthyroidism. How- 
ever, the absence of these confirmatory laboratory 
tests does not rule it out. In cases, not otherwise ex- 
plained, a deviation from the normal health base line 
consistent with hyperthyroidism, and in the presence 
of increased density of the thyroid gland, constitute 
a sound basis for the diagnosis of hyperthyroidism in 
the absence of confirmatory laboratory tests. In making 
such a diagnosis, observation over a period of time 
may be necessary. “4 

Antithyroid drugs generally induce a remission of 
hyperthyroidism, however they are not generally used 
as definite treatment because the maintenance of the 
remission depends upon the continued use of the 
drug, with reasonable likelihood of complications, and 
the attendant enlargement of the thyroid gland. The 
most valuable use of this form of therapy is in pre- 
paring for operation patients with severe hyperthyroid- 
ism. Used in this manner the general condition of the 
patient is improved, however the technical difficulties 
of the operation are often increased by the hyper- 
trophy of the gland and the increased vascularity and 
friability. To some extent these difficulties are reduced 
by the administration of iodine prior to operation. 

In preparing the average patient with hyper- 
thyroidism for operation, it is inadvisable to use an 
antithyroid drug. Iodine is the treatment of choice. It 
induces a partial remission of the overactivity and 
reduces the technical difficulties of the operation by 
causing the gland to go into a resting phase. It would 
appear more physiological to induce a resting stage 
of the gland by the use of iodine rather than cause a 


marked hyperplasia by administering an antithyroid 
drug. 

The use of the term “euthyroid” to indicate a re- 
mission of the hyperthyroidism is unfortunate as, 
according to its derivation, the term would imply a 
healthy state of the thyroid gland. Certainly a patient 
with a nodular goitre, causing tracheal obstruction, 
should not be designated as “euthyroid” even though 
the hormonal function of the gland is normal. It is 
preferable to use the terms normal, hypo and hyper- 
function. 

Operation for the treatment of hyperthyroidism and 
nodular goitre has proven satisfactory over a period 
of many years. It is attended by the usual dis- 
advantages of an operative procedure, as well as some 
tisk of recurrence, and injury to the recurrent nerves 
and parathyroid bodies. Only by operation can a 
satisfactory tissue diagnosis be obtained. 

Treatment with radioactive iodine will almost in- 
variably cause a remission of hyperthyroidism. In de- 
ciding upon its use consideration must be given to the 
possible induction of a permanent hypothyroidism, the 
freedom from recurrent laryngeal nerve and para- 
thyroid injuries, the presence of a carcinogenic factor, 
and in particular the absence of a tissue diagnosis, 
with the risk of overlooking a malignancy. It is gen- 
erally agreed that radio-active iodine should not be 
given to women in the child bearing period on account 
of the danger of causing mutations in their offspring. 

Should thyroid extract be prescribed to effect 
weight reduction? Should it be prescribed on the 
basis of laboratory tests in the absence of the more or 
less characteristic signs and symptoms of hypothyroid- 
ism? We think not. How can the dosage be de- 
termined? We think by clinical trial. 

Does the microscopic picture of the thyroid gland 
indicate its functional status? How is it affected by 
medication? Of what value is frozen section examina- 
tion in the diagnosis of carcinoma of the thyroid? 
What is the nature of subacute granulomatous thy- 
roiditis (deQuervanis’ disease)? Is Hashimotos (lym- 
phoid) thyroiditis related to Graves’ Disease? We 
hope that the panel discussion will shed light on these 
and other problems. 
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THE UNGRAVEN IMAGE 

Public Relations counsellors and advertising 
authorities are much given to speaking of 
images nowadays, and not infrequently they 
confront us with the supposed fact that the 
image of the physician in the public eye has 
changed very materially and very much for 
the worse. Recently a very prominent public 
affairs counsellor shook a medical audience 
out of its seats by stating that: “The public 
thinks of you gentlemen as an assortment of 
whiskey-drinking, golf-playing, Cadillac-driv- 
ing characters who get cash rebates from phar- 
maceutical firms.” While this gives us no very 
high opinion of the public which Mr. Eley con- 
siders authoritative, nor of the doctors who are 
categorized by this public, it still seems pos- 
sible that that sort of image might have been 
fixed in the minds in that certain element of the 
public which absorbs the sensational, often li- 
belous, accounts of physicians which appear in 
popular novels and in feature articles in the 
lower classes of the public press; perhaps even 
in some of the higher class magazines which 
are supposed to appeal to the intelligent. 

Another critic believes that medicine will 
not accomplish much towards changing any 
sort of image by the expenditure of great sums 
of money to create so-called good public rela- 
tions. He emphasizes, as most of us have 
thought for some time, that it is up to the in- 
dividual doctor to convince people that he 
does not have the kind of character which has 
been pinned on him by Mr. Eley. Furthermore, 
it seems that it is necessary that the doctor 
not only impress his own patients with his 
better qualities — and in most cases his own 
patients do not need to be impressed or they 
would not be his patients — but that it must 
be his own personal responsibility to spread 
among as many people as he can the true pic- 
ture of the doctor and medicine in general. 

Still another critic feels that despite the 
many advances in medical science, “doctors 
as a group appear to be unaware of social, 
economic and political demands moving like 
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a whirlwind toward them.” He believes that 
unless doctors themselves take over the re- 
sponsibility of developing new programs in 
health care that someone else inevitably will do 
the job for them, and will do it in a way that 
would probably not be agreeable to the physi- 
cian. In a survey conducted among groups of 
varying types of people, he found that there 
was the feeling that doctors were getting more 
impersonal, that they were more concerned 
about their fees than about taking time to ex- 
plain the illness and its accompanying diffi- 
culties. These people feel that even though the 
general practitioner still survives in consider- 
able numbers, he is less of a family physician 
than ever before, because he does not take the 
time nor make the effort to include in his 
specific concern for the patient’s illness some 
interest in the financial and social matters 
which it involves. This feeling of disappoint- 
ment progresses into an actual feeling of 
hostility with some. Thus with the decreasing 
sentiment for the desirability for the old time 
family doctor, there comes an increasing feel- 
ing that maybe the Government can devise a 
program which will give people all that they 
get from the current independent physician. 
These are not soap-box orators talking to a 
crowd of idle listeners. They are people who 
have thought out these matters, and they are 
honestly concerned with the welfare of the 
medical profession and the public both. More 
of such advice is welcome to those who have 
put any thought on the problems. Unfortu- 
nately there still exists a tremendous amount 
of almost impregnable apathy among a large 
segment of our medical population. These 
people have no fear of waking up some morn- 
ing to find that what they have considered as 
impossible has actually become a fact. 


MEDICINE AND THE FUTURE 
Too many professors have tried to impress 
us with their particular ideas as to what the 
future holds for our profession. What we need 
is a down to earth realization of what our 
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profession is and what are its aims. If any 
man has gone into the study of medicine with 
any idea beyond the hope of being a help to 
others, he has made a bad mistake. There are 
certainly some rotten apples in the barrel, and 
their influence is bad, but with the breastplate 
of righteousness and the shield of faith, we 
can turn aside the inroads of contamination 
and extrude the foreign and obtrusive irritant 
from our midst or entirely surround it as the 
pearl does the grain of sand. This must be done 
for the good of the order and the welfare of 
mankind. 

The ministry excepted, medicine is the 
grandest of all professions, offering more hard- 
ships and more opportunities than all the rest. 
It is dedicated to the betterment of the human 
race, to the attainment of all that is best for 
the body and the mind of man, and it ulti- 
mately aims at its own extinction. Too many 
physicians have been inclined not to encourage 
the flower of our youth to go into their pro- 
fession. This, I believe, has been with a sin- 
cere desire not to influence their sons or their 
friends’ and acquaintances’ sons to get into 
something that may be beyond their ability 
and comprehension. However, the time is 
upon us when, in spite of government threats, 
of popular ill will, of uncertainties and perils, 
we should urge the best of our youth to under- 
take a courageous and difficult course, for it 
is obvious that enough young men of desirable 
quality are not inclined to the study of medi- 
cine. True, existing medical schools are full, 
but are they full of the best available material? 

Despite all one hears as to the future of our 
profession, the imminence of federal control, 
the fallen prestige of the physician in his com- 
munity, the criticisms of our failures, the 
lowering of ethical standards, and the mer- 
cenary attitudes of some of our less desirable 
colleagues, the medical profession still presents 
to the youth of today a challenge which can- 
not be surpassed in its offer of gracious and 
humanitarian service. 

The young doctor of today stands on the 
threshold of an opportunity such as the world 
has never seen before. It is limitless in scope, 
infinite in possibilities. No youth should be 
discouraged in his desire to enter into this 
study. Its rewards are without parallel in the 





realm of things of the spirit, and this is the 
realm of the future in all things. Materialism 
will perish and man will emerge in the form 
and character which God originally and al- 
ways intended, and the true and loyal and 
dedicated doctor of medicine will be secure, 
not in worldly wealth, not in social prestige, 
not in the eminent domain of politics or 
power, but in the hearts of men, his patients 
and his friends. This is the future of medicine. 


J. W. J., Jr. 


THE ALLEGED DANGERS FROM 
ATOMIC FALLOUT 

Communist Russia is at war with the United 
States, in an all-out war to the death. Their 
leaders have stated this so often that docu- 
mentation seems unnecessary. 

The war is conducted on various fronts 
which include the military — both in brush 
fire-fighting and in atomic preparation; the 
economic, in which they direct concentrated 
warfare against particular American industries; 
the ideological, in which they endeavor to sub- 
vert the thinking of national leaders and stu- 
dent intellectuals in order that populations 
may be misled; and the religious through sub- 
version amongst recognized leaders in this 
sphere. 

Ideological warfare includes brainwashing. 
We ordinarily think of this as something which 
the Russians do to their prisoners on the other 
side of the world. They also do it to us in the 
United States. 

One of the best examples of brainwashing 
the American people is the emotional storm 
currently being raised over the testing of 
atomic bombs. Dr. Linus Pauling, a professor 
at one of the universities in California, a Nobel 
prize winner, and American Rationalist of 1960 
presented to Congress a petition containing 
thousands of signatures from scientists around 
the world claiming that the radiation danger 
from atomic fallout was such that the program 
for further testing of atomic weapons should 
be abandoned immediately and permanently. 
As you know, Dr. Pauling has recently been 
testifying before a Congressional committee 
and has refused to state how he gathered the 
signatures of so many thousand scientists so 
quickly. Those who agree with Dr. Pauling 
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allege that the radiation hazards come in two 
categories, the production of damage to the 
bone marrow resulting in leukemia and such 
disorders, and damage to the sex glands re- 
sulting in deterioration of the race. (The im- 
mediate damage from being blown up by a 
bomb is only mentioned in passing since it is 
obvious. ) 

What are the facts? The following informa- 
tion is given from the current medical litera- 
ture. 


1. Dr. Shields Warren writing in the Bul- 
letin of the American College of Surgeons for 
August 1960: 


Natural Background Radiation Varies 


Boston 3.5 r in 30 years 
Denver 7 r in 30 years 
Some of India 50 times background 
& Brazil radiation of Boston. 


Comment: If the increment in radiation due 
to atomic bomb testing does not exceed the 
background radiation, it is probably not 
dangerous. The present fallout is only a frac- 
tion of the background radiation. One pound 
of uranium contains energy equivalent to that 
of 1400 tons of fuel oil. In view of the power 
requirements of our modern civilization, such 
a source of energy lightly 
abandoned. 

2. Dr. G. B. Forbes writing in Pediatrics for 
June 1960 states as follows: 


cannot be 


Estimated World Wide Dosages 


30 year dose 70 year dose 


Source to gonads to marrow 


Natural 
Cosmic rays, 
K40, ete. 3r 7r 
Man made— 
Diagnostic 
X-ray, ete. 





0.5to5r 7-plusr 


0.01 r 0.2 r in milk-drink- 
ing countries 
0.9 r in rice-eating 
countries. 


Atomic bombs 
(tests cease 
in 1958) 


Dr. Forbes states in summary that the gonadal 
exposure from TV is about the same as that 
from the fallout which, in turn, is about that 
to be expected from dental x-rays over a per- 
son's lifetime. 
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Estimate of Occurrence of Leukemia 


From Fallout 


Tests continue 


Natural Occurrence 


Tests stop in 1958 indefinitely 
150,000/year 0-2000/year  0-60,000/year. 


Dr. Forbes comments: The peaceful use of 
atomic energy will in time produce fully as 
great a potential hazard as the bomb-testing 
program. 

3. Editorial comment in Science for July 1, 

1960: 
The accumulated dose of radiation from the 
testing of atomic bombs over a 30 year period 
roughly equals 1% of the background radia- 
tion, or an amount equal to that from TV sets 
or luminous watch dials. 

From a consideration of the above statistics 
it would appear that the radiation fallout is 
measurable and definite but that the effects 
of the same at the present time are of un- 
determined and very likely negligible impor- 
tance. This would be particularly true of the 
underground testing of tactical atomic weap- 
ons, from which there is essentially no fallout 
since the explosions occur deep under ground. 

The United States was testing atomic weap- 
ons because we need them to protect us from 
the hordes of our enemies. The Communist 
Party at the present time controls one billion 
people out of a world population of two and 
three-quarters billion. The population of the 
United States is approximately 200 million. It 
is obvious that regardless of the quality of 
our manpower, as manpower it is insufficient 
to match the Russians. We need good 
mechanical devices to assist us, both as de- 
terrents to war and as weapons in the event 
of war. Undoubtedly atomic weapons are the 
most powerful in the world. 

What is the danger if we are overcome by 
the Russian Communists? The Communists in 
Russia have killed approximately one hundred 
million Russians. (Basis of computation: Rus- 
sian population under the Czars was doubling 
every 40 years. Russian population when the 
Communists took over in 1917 — 140 million. 
Russians now claim population of 180-200 
million.) The Chinese have killed approxi- 
mately 40 million Chinese. The Communists 
have formerly stated repeatedly that when 
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they took over the United States of America 
it would be necessary for them to liquidate 
one-third of the population, or fifty to sixty 
million people. They did not mean that they 
would kill this many in war or conquest; they 
meant that following their control of this 
country, they would need to destroy this many 
peopie because of their capitalist environment 
and background. They do not regard this as 
murder, it is simply scientific animal hus- 
bandry. As far as each and every one of us is 
concerned and all of our families, to us it 
means our death. 


We, therefore, are faced with a potential 
danger as regards leukemia of 0 to 60,000 
cases per year if we continue testing atomic 
weapons indefinitely. We are told that the 
peaceful uses of atomic energy, about which 
Dr. Pauling and his associates have not com- 
plained, will in time produce fully as great a 
potential hazard as the bomb-testing program. 
The alternative to the exploration of atomic 
power for war and peace is the literal destruc- 
tion of fifty to sixty million Americans in the 
foreseeable future. 


To a disciplined and educated mind the 





choice between these two alternatives should 
not be difficult. 
Thomas Parker, M. D. 


Delivered before the Congressional Delegation, 
Columbia, S. C. November, 1960. 


ILLEGITIMACY 

An editorial in the Bulletin of the Pee Dee 
Medical Association has something to say 
about the prevalence of illegitimacy in this 
state, and about what Louisiana has done to 
try to reduce the same growing problem. The 
method there has been to declare it a felony 
to have more than one illegitimate child and 
to make the parents of additional illegitimate 
child liable to fines or imprisonment. 

Perhaps the same sort of legislation would 
accomplish much in this state, and what might 
accomplish perhaps more would be to see to 
it that the doles which are handed out by the 
welfare departments would not extend beyond 
the first illegitimate child. Nowadays in the 
minds of many of the class who are most pro- 
ductive of extra-marital offspring there is the 
thought that no great harm is done to add to 
the number as long as “the welfare” is going 
to provide the wherewithal to support the 
growing number of little bastards. 





THE BENEVOLENCE FUND 
A meeting of the Directors of the Benevolence Fund 
was held at the home of Dr. O. B. Mayer, Columbia, 
S. C., on November 24, 1960. 
The Chairman reported the present status of Fund 
as follows: 
Temporary allotment from the S. C. 


Medical Association $500.00 
Contributions 50.00 
$550.00 

Allotments to Beneficiaries 300.00 
Balance in Fund $250.00 


The Chairman also reported that he had learned 
that the beneficiaries needed greater assistance. A 
motion was passed increasing the allotment to each of 
the needy physicians. 

At a previous conference it had been decided that 
a set of rules for the guidance of the Directors and 
for the information of the members of the South Caro- 
lina Medical Association was needed. The following 
“Rules” submitted by a special committee were 
adopted: 

Rules for Operation of Benevolence Fund 
Adopted by Directors Oct. 24, 1960 
Directors 


Thomas G. Goldsmith 

W. Atmar Smith, Chairman 
1) The Directors shall be responsible fer the ad- 
ministration of all monies entrusted to their care. It 
shall be their goal to establish a “Permanent Fund” 
from which only the interest may be used. It being 
understood that in the beginning this may not at first 


O. B. Mayer 


be possible. 


2) The Board of Directors shall determine who 
shall be entitled to assistance or relief. The Directors 
shall have exclusive control in designating bene- 
ficiaries and shall determine the sum to appropriate 
for each. The names of the beneficiaries, for reason 
of delicacy, shall not be published and shall be known 
only to the Directors and ex-officio officers. 

83) The Treasurer of the Association shall be 
custodian of all Benevolent Funds and shall keep 
them entirely separate from all other Association ac- 
counts. He shall assist and advise with the Directors 
on all matters concerning investments for the Per- 
manent Fund, and carry out their wishes in these 
matters. He shall pay out funds from this account 
only on certification of the Directors. 

(Resolutions House of Delegates, May 18, 1960) 

4) The Fund may be augmented by voluntary con- 
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tributions of members, or groups of physicians, by 
County Medical Societies, by Woman’s Auxiliary, or 
by other interested bodies or individuals. Laymen 
should not be solicited for contributions. 

5) Applications for assistance may be made to any 
officer of the Association or to one of the members of 
the Board of Directors of the Benevolence Fund. 

6) Applications may originate with the needy eligi- 
ble person by a nearby physician, by a member of 
the Woman’s Auxiliary of The South Carolina Medical 
Association, or a friend conversant with the financial 
difficulties of the individual, or a welfare worker. In 
case of emergency, aid will be immediately given 
awaiting usual reports. 

7) The application should state the income of the 
proposed beneficiary, the possible resources available, 
along with the age, sex, race, and whether a physician 
or a wife or child of a deceased or disabled physician 
and any other data that might be helpful to the Direc- 
tors in reaching a decision in the case. 

8) On the basis of the facts obtained from the ap- 
plication and from other available sources the Board 
of Directors shall determine the specific need and 
designate the amount of assistance to be appropriated 
from the fund. They shall then notify the Treasurer to 
pay the amount decided upon directly to the bene- 
ficiary or some welfare agency. No commitments shall 
be made for more than one year. Reconsideration of 
the application will be given if the need still exists. 

9) The Directors may find it helpful to utilize the 
services of State and County Welfare Departments for 
obtaining information concerning an applicant. Where 
this can be done without embarrassment and in a con- 
fidential manner this facility should be employed: 

10) The Chairman shall keep a record of all of 
the transactions and activities of the Board during 
each year of operation transferring them to the per- 
manent files of the Association at the end of the fiscal 
year. 

11) He should submit a report to Council at its 
annual meeting. 

12) The Directors shall meet annually and at such 
times as deemed necessary by the Chairman. 

13) It shall be the duty of the Board of Directors 
to keep the membership of the Association and mem- 
bers of the Women’s Auxiliary informed of its ob- 
jectives and its activities through The Journal, the 
“News Letter,” and talks at medical meetings in order 
to enlist the interest and support of members. 

14) The Directors of the Fund should cooperate 
with the local Medical Benevolence Societies in 
Spartanburg and Charleston in rendering assistance to 
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the medical indigents there, and all other local so- 
cieties that have a Benevolence Plan. 

In order to obtain more stability and certainty about 
the amount of money available for distribution to 
qualified beneficiaries a motion was passed directing 
the Chairman to propose to Council at its October 
meeting that the Benevolence Fund be assigned the 
interest or a substantial portion of the assets of the 
State Association under their control for two or three 
years until the Fund could be built up from other 
sources. He was also requested to ask Council to per- 
mit the Treasurer to add to his Annual Statement 
“Contribution to the Benevolence Fund.” No amount 
being stated..He was instructed to emphasize that the 
Directors disapproved any assessment; it should be 
purely a voluntary gift. 

The Chairman was also directed to write to the 
President of each County Society and County’ Auxiliary 
informing them of the establisfiment of the Benevo- 
lence Fund, emphasizing its.pirpose and appealing for 
cooperation and assistance in making the undertaking 
worthwhile. 

Note—The following letter was received by the 
Chairman November 4, concerning allotments to the 
Benevolence Fund. 

November 3, 1960 
Dear Billy: 

At the meeting of the Council of the State Medical 
Association on October 26, 1960 a motion was passed 
recommending that $800.00, in addition to the $500.00 
previously authorized, be turned over to your com- 
mittee for use during the balance of the year 1960. 
This will be paid out of the General Funds of the Asso- 
ciation. 

In addition to this, the budget for 1961 includes 
$1,000.00 to be allocated to the work of your Com- 
mittee. 

Sincerely, 
Robert Wilson, Secretary 

Apparently no action was taken on the request to 
alter billhead. 


Present Status of Benevolent Fund: 


Balance $300.00 
Allotment State Medical Association 800.00 

$1100.00 
November Allotment to Beneficiaries 125.00 


Balance $875.00 
Directors of Fund 
W. Atmar Smith, Chairman 
O. B. Mayer 
Thomas G. Goldsmith 
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DECLOMYCIN Demethylchlortetracycline attains — 
usually within two hours—blood levels more than ade- 
quate to suppress susceptible pathogens—on daily 
dosages substantially lower than those required to 
elicit antibiotic activity of comparable intensity with 
other tetracyclines. The average, effective, adult 
daily dose of other tetracyclines is 1 Gm. With 
DECLOMYCIN, it is only 600 mg. 
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sustains activity 


levels evenly 


DECLOMYCIN Demethylchlortetracycline sustains, 
through the entire therapeutic course, the high activ- 
ity levels needed to control the primary infection and 
to check secondary infection at the original—or at 
another—site. This combined action is usually sus- 
tained without the pronounced hour-to-hour, dose-to- 
dose, peak-and-valley fluctuations which charac- 
terize other tetracyclines. 
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j tains activity 


levels 24-48 hrs. 


OMYCIN Demethylchlortetracycline retains ac- 
tivi y levels up to 48 hours after the last dose is 
given. At least a full, extra day of positive action may 
thu. be confidently expected. The average, daily adult 
dos. ge for the average infection—1 capsule q.i.d.— 
is t:e same as with other tetracyclines...but total 


dosege is lower and duration of action is longer. 
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DAYS OF TETRACYCLINE B DOSAGE 
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DEMETHYLCHLORTETRACYCLINE LEDERLE 


CAPSULES, 150 mg., bottles of 16 and 100. Dosage: 
Average infections—1 capsule four times daily. Severe 
infections—Initial dose of 2 capsules, then 1 capsule 
every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with 
calibrated, plastic dropper. Dosage: 1 to 2 drops (3 to 
6 mg.) per pound body weight per day—divided into 
4 doses. 

SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), 
bottles of 2 and 16 fl. oz. Dosage: 3 to 6 mg. per 
pound body weight per day—divided into 4 doses. 


PRECAUTIONS —As with other antibiotics, DECLOMYCIN may 
occasionally give rise to glossitis, stomatitis, proctitis, nausea, 
diarrhea, vaginitis or dermatitis. A photodynamic reaction to 
sunlight has been observed in a few patients on DECLOMYCIN. 
Although reversible by discontinuing therapy, patients should 
avoid exposure to intense sunlight. If adverse reaction or 
idiosyncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility with 
DECLOMYCIN, as with other antibiotics. The patient should 
be kept under constant observation. 


LEDERLE LABORATORIES 
A Division of 
AMERICAN CYANAMID COMPANY 
Pearl River, New York 

















ACTIONS OF THE HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
FOURTEENTH CLINICAL MEETING 

NOVEMBER 28 - DECEMBER 1 
WASHINGTON, D. C. 


Speaking at the Monday opening session, Dr. E. 
Vincent Askey of Los Angeles, AMA President, called 
upon the delegates to support not only existing AMA 
programs but also expansion of new programs neces- 
sary to meet the challenges of society. Dr. Askey 
assured the new administration in Washington of co- 
operation whenever and wherever possible but empha- 
sized that the AMA will not change its policies merely 
for the sake of conformity. 


Scholarship and Loan Program 

The House of Delegates approved a scholarship and 
loan program proposed by the Special Study Com- 
mittee of the Council on Medical Education and Hos- 
pitals, and also urged that there shall be local partici- 
pation in the program at the state and county level. 
In commenting on the two-part program, the House 
approved the following statement by the reference 
committee: 

“This proposed program will provide concrete evi- 
dence of the American Medical Association’s sincere 
desire to attract increasing numbers of well qualified 
young people to enlarge the ranks of our profession. 
Your reference committee recognizes that the program 
is wisely designed to allow for its enlargement through 
the support of individual physicians and other groups. 
Your reference committee was impressed with the 
enthusiastic support of this proposal indicated during 
the course of the discussion. There was indicated a 
desire that in the final formulation of the administra- 
tive details of this program, provision be made for 
widespread participation by individual physicians as 
well as county and state medical societies. The pro- 
gram will clearly assist in securing highly talented 
individuals whose ability and leadership in all areas of 
medicine will be fostered and at the same time will 
bring needed financial assistance on a broad basis to 
medical students under a system in keeping with this 
Association’s belief in individual responsibility.” 

Foreign Medical School Graduates 

Meeting the problem of foreign medical graduates, 
the House of Delegates adopted a report which in- 
cluded the following statement: 

“In order that those foreign physicians who have 
not yet been certified by the Educational Council for 
Foreign Medical Graduates might be given further 
opportunity to enhance their medical education, hos- 
pitals would be encouraged to develop special educa- 
tional programs. Such programs must be of educa- 
tional worth to the foreign graduate and must divorce 
him from any responsibility for patient care. Foreign 
physicians may participate in these programs until 
June 30, 1961, with approval of the Department of 
State so that their exchange visa will not be withdrawn 
before that time. This will also allow the non-certified 
foreign physician the opportunity to take the April, 


1961, Educational Council for Foreign Medical Gradu- 
ates examination.” 
A.M.A. Dues Increase 

The House approved a Board of Trustee report 
which announced that a dues increase would be 
recommended at the annual meeting in June 1961. The 
report indicated that the amount would be not less 
than $10 and not more than $25 to be effective Janu- 
ary 1, 1962. The Reference Committee asked the 
Board to consider an increase in the annual dues of 
$20.00, to be implemented over a period of two years: 
$10.00 on January 1, 1962, and $10.00 additional on 
January 1, 1963. 

The House suggested that these funds be used to 
inaugurate or expand a number of programs including: 

1. Financial assistance to medical students. 

. Continuing education for practicing physicians. 
Health advice to the lay public. 

Medical research. 

. The expansion by the Communications Division 
of its program of faithfully portraying the image of 
the American Medical Association. 

It is important, the House emphasized, that the 
Board of Trustees report recommending a dues in- 
crease be transmitted in essence to the. grass roots 
level. 


vt co to 


Voluntary Health Insurance 

In place of a Board of Trustees report and three 
resolutions, the House adopted the following- sub- 
stitute resolutions: 

“Whereas, It has been widely recognized that vol- 
untary health insurance is the primary alternative to 
a compulsory governmental program; and 

“Whereas, The public has shown its confidence in 
this voluntary system; and 

“Whereas, Current social, political and economic 
developments compel a new and revitalized effort to 
make voluntary health insurance successful; and 

“Whereas, the American Medical Association has 
consistently pledged itself to make available the high- 
est type of medical care; therefore be it 

“Resolved, that the House of Delegates direct the 
Board of Trustees and the Council on Medical Service 
to assume immediately the leadership in consolidating 
the efforts of the American Medical Association with 
those of the National Association of Blue Shield Plans, 
the American Hospital Association and the Blue Cross 
Association into maximum development of the vol- 
untary, non-profit prepayment concept to provide 
health care for the American people; and be it further 

“Resolved, that similar leadership be undertaken to 
coordinate the efforts of private insurance carriers 
through conferences with their national organizations; 
and be it further 

“Resolved, That, where feasible, efforts be made to 
cooperate with representatives of other types of medi- 
cal care plans, other professional groups, and repre- 
sentatives of industry, labor and the public at large.” 

Health Care for-the Aged 

The House reaffirmed the Association’s support of 

the Kerr-Mills Bill, which was passed last summer, 
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and its opposition to any legislation involving the use 
of the OASDI mechanism for medical aid to the aged. 
The delegates also urged all state and local medical 
societies to cooperate with the appropriate state 
officials and provide leadership in implementing the 
provisions of the Kerr-Mills Bill. 

In connection with health care for the aged, the 
House suggested further experimentation in home care 
programs, homemaker services and visiting nurse ser- 
vices. The delegates also recommended an increased 
emphasis at all levels of medical education on the 
new challenges being presented to physicians in the 
health care of older persons. 

Polio Vaccine 

The House agreed with a Board of Trustees repcrt 
which said: 

“In view of the fact that oral polio vaccine will not 
be generally available in sufficient quantity in 1961 
for any large scale immunizing effort, the Board of 
Trustees of the AMA strongly recommends that the 
medical profession encourage the widest possible use 
of the Salk vaccine for the prevention of poliomyelitis. 
The Salk vaccine has been proved to be effective and 
since there are still many segments of the population 
not immunized against poliomyelitis every effort should 
be made to encourage the general public to take ad- 
vantage of the Salk vaccine without delay.” 

The Board report was amended to suggest that a 
proper committee be established by the AMA to study 
the problems involved in administration of the new 
oral polio vaccine and to establish guides for physi- 





In October, the Honorable William F. Austin, Chief 
Insurance Commissioner, held a hearing because of a 
request by Blue Cross to increase the rate of a certain 
category of non-group enrollment. Joe Cain, as Presi- 
dent of the Medical Association, and I were invited 
as representatives of Blue Shield although that cr- 
ganization was not directly involved. Mr. Austin was 
upset as we all should be by the increase in hospital 
cost to the patient. 

In South Carolina utilization has increased from 
754 days for each 1000 Blue Cross members in 1948 
to 1176 (est.) in 1960. This is an average increase of 
4.5% per year. The national average for all plans was 
from 883 days for each 1000 members in 1948 to 
1043 in 1960 or an increase of 1.5% per year. Since 
1951 the South Carolina Plan’s days per thousand have 
exceeded the national average for all plans by about 
9%. 

Only two people control utilization—the patient and 
his doctor. It was pointed cut to the Commissicner and 
his staff that some patients insist on going to a hos- 
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BLUE CROSS... 


cians to follow when they are approached by various 
groups and asked for their support in administering 
oral polio vaccine. 

Miscellaneous Actions 

In considering a wide variety of resolutions and 
annual and supplementary reports, the House also: 

Approved continuing study and periodic re-evalua- 
tion of the trend toward locating physician’s offices in 
or adjacent to hospitals; 

Directed the Committee on Medical Care for In- 
dustrial Workers to carry out its duties as previously 
instructed and to prepare guides for physician relation- 
ships with medical care plans in conformity with the 
clear policies already laid down by the House of Dele- 
gates; 

Approved a set of guides relating to drug expendi- 
tures for welfare recipients; 

Asked the Board of Trustees to study the question 
of blood replacement responsibility and also the mat- 
ter of establishing health insurance fee schedules for 
surgical assistants; 

Urged the Board to make every effort to reduce the 
number of physicians who are non-dues-paying mem- 
bers and approved a three-year study report on the 
relationships of physicians not-in-private-practice to 
organized medicine; 

Requested the Board to present a completed retire- 
ment and disability insurance program for AMA mem- 
bers at the June, 1961, meeting, and 

Agreed that the General Practitioner of the Year 
Award should be continued as at present. 


. BLUE SHIELD 


pital no matter how trivial an injury or mild an illness 
may be. Some patients are so insistent that if one doc- 
tor will not admit them to a hospital, they will seek 
and usually find a doctor who will. It was also pointed 
out that the S. C. Medical Association has adjudica- 
tion committees over the state who help control the 
grossly obvious abuses such as 72 days in the hospital 
for chronic influenza. It was also pointed out that 
there is a real honest difference among physicians 
about how long a patient should stay in the hospital. 
As an example, some surgeons repair a hernia in a 
child today and let him go home tomorrow. He may 
return to the surgeon’s office for dressings and suture 
removal. Other surgeons keep the child in the hospital 
with him running up and down the halls for eight to 
ten days. At the Children’s Hospital in Philadelphia 
several thousand children have had a herniorrhaphy 
in the morning and dismissed the same afternoon. A 
subcuticular stitch is used and the only dressing is an 
application of collodian to keep it dry. No one, least 
of all me, is trying to tell a surgeon how to practice 
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but it seems high time that all of us should make an 
earnest effort to reduce unnecessary hospital days. 

Another example pointed out to Mr. Austin is the 
patient that is in the hospital for study. He goes in 
Tuesday (this is an actual instance). He has cardio- 
gram, cholesterol, BUN, blood sugar, sed. rate, gall 
bladder x-ray, examination and G I series. On Friday 
his doctor decided maybe the man should have a 
barium enema. That isn’t done except in emergencies 
on Saturday so the patient better stay over till Mon- 
day. He’s in his bathrobe and walks all over the hos- 
pital. The doctor tells him he may spend the day at 
home Sunday, but be back in Sunday night by 7 P. M. 
The patient is in a $20.00 a day room. Some insur- 
ance company or Blue Cross pays for those two days 
and all of us pay the insurance premium of Blue Cross 
Plan. We physicians must stop that type useless hos- 
pitalization. There are some tests that require hospital- 
ization but the vast majority do not. I think we should 
all consider these points before we admit a patient for 
any purpose. 

Mr. Austin was reminded that in industrial areas it 
is impossible for a convalescent patient to be cared 
for at home at times. If the husband is sick or has 
had an operation, his wife is probably working and 
cannot afford to stay home to nurse him. Mr. Austin 
is mindful of all these all too obviously necessary extra 
hospitalization days, but he feels as we all do that 
physicians should concentrate on making efforts to 
reduce not only extra, unnecessary days, but also 
unnecessary admissions. It would seem that the medi- 
cal service committee in large hospitals could make 
a study of the many unnecessary admissions and days 
of hospitalizations. If all doctors were as loathe to 
admit patients to the hospital as the rest of the doc- 
tors in the nation are and even if we had fewer days 
of hospitalization than the remainder of the nation, 
we would still have some patients—a good many— 
who would insist on hospitalization when unnecessary. 
In an effort to publicize the increased utilization and 
to try to educate our hospitalophile patients, Mr. 
Austin said that he intended to have a public hearing 
on this subject vital to all of us. Blue Cross repre- 
sentatives as well as we doctors heartily endorsed the 
idea. The more publicity there is on this subject the 
easier it will be for us to restrain our patients fer 
useless admissions and excessive days in the hospital. 





Our insurance commissioner has a tremendous job 
and has not been able yet to effect plans for a public 
hearing. In the meantime it behooves all of us to 
make every effort to reduce not only admissions but 
also unnecessary days in the hospital. I know that 
our doctors are as competent as those in any other 
state. I think we have not applied ourselves to this 
important area of medical economics. We can’t con- 
trol inflation, we cannot control to much of a degree 
hospital cost, but we can control to a large extent ad- 
missions and length of stay in the hospital. 

Large medical centers are already doing so. Re- 
cently, a child was operated upon out of state for 
repair of a congenitally absent auditory canal. Cartil- 
age was removed from a rib and used to fashion a 
canal. The child was in the hospital three days. The 
patient stayed in a motel and was taken back to the 
surgeon’s office daily for dressing. This makes sense 
and we should apply our thoughts and efforts along 
these lines. If federal medicine comes it will be be- 
cause we as physicians have been lax in doing our 
duty to see that medical care remains within the 
ability of the patient to pay. Cost of hospitalization is 
another important phase of our medical care. While 
utilization has increased in South Carolina by 55.9% 
in 12 years, hospital costs have increased 120% from 
$9.05 per diem in 1948 to over $20.00 per diem in 
1960. Inflation has taken its toll, instruments, services, 
food, and, of course, professional as well as untrained 
help takes the largest increase. People cannot afford 
to stay in the hospital unnecessarily any longer. It’s 
too expensive. Our hospitals are concerned and are 
making efforts to concentrate nurses where the sickest 
patients are, have two way communication with the 
patient to save steps, have clerks on the floors instead 
of graduate nurses, have practical nurses, gray ladies, 
etc, anything practical to cut down on the demand 
for expensive and scarce professional help. We as 
physicians must help in all these projects. Indeed in 
many instances they are instigated by physicians. We 
must continue to devise, think of new ways to stop 
unnecessary admissions and to reduce unnecessary 
days in the hospital. Can you think of anything worse 
than paying $40.00 for two days in the hospital over 
the week-end? That’s not my idea of a happy holiday 
and I don’t think it was the patient’s either. 

George Dean Johnson, M. D. 


Forty pints of blood—five gallons—have been 
donated to the Red Cross by Sp 5 Mendle T. Hoffman, 
a member of the 446 General Hospital, USAR, in Col- 
umbia, S. C. Hoffman is the fifth Columbia to become 
a member of the Five Gallon Club. Mrs. Lillian 
Melonas, an American Red Cross nurse at the Blood 
Center, is shown with Hoffman as he makes his 14th 
donation. Hoffman, a lab technician in the 446th, has 
given fourteen of the pints of blood in the name of 
the 446th. His unit is the largest USAR unit in 
South Carolina. 
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Dear Dr. Waring: 

In the November 60 issue of the Journal, you car- 
ried an announcement concerning the American So- 
ciety of Diagnostic Radiology. Since this organization 
is unknown to those of us engaged in the practice of 
Radiology, I took it upon myself to obtain further in- 
formation, copies of which are attached for your con- 
sideration. 

This organization appears to me to be of those 
groups capable of undermining the professional stand- 
ing which radiologists have for years been trying to 
establish and maintain. It is obvious that anyone who 
joins this Society can then profess to be quite pro- 
ficient in diagnostic radiology, by either implication 
or direct statement. 

I do not feel that it is in the best interests of or- 
ganized medicine for such claims to be condoned. Ob- 
viously, anyone owning a fluoroscope and who joins 
this organization can imply that he is competent and 
qualified to do diagnostic radiology. No man can 
serve two masters, and those of us who have spent 
the required years of hard work and training in 
radiology resent the assumption of capability of others 
who merely adopt, often without adequate controls 
and skill to preserve the well being and safety of pa- 
tients and personnel in their offices, x-ray equipment 
to supplement their major line of medical practice. 
They are doing a disservice to the profession and their 
patients. 


This type of organization has no more justification 
for its existence than would and “American Society of 
Childrens Practitioners”, or an “American Society of 
Chest Examiners,” etc., if membership is merely predi- 
cated upon treating children or examining the chest, 
as a part of practice. 

Yours very truly, 

George W. Brunson, M. D. 
Secretary-Treasurer 

S. C. Radiological Society 


The announcement was published for the informa- 
tion of those who might be interested in the organiza- 
tion, of which the editor had no knowledge. Copies of 
the constitution and by-laws sent to him by Dr. Brun- 
son lead him to believe that the Society should be 
well investigated before anyone commits himself to 
membership. 

The Journal does attempt to restrict its material to 
sound medical matters. God forbid that it should be 
thought to endorse or condone every statement in its 
pages. Its function is to inform, not necessarily to 
judge. 

The Journal would be glad to hear more on the 
subject of how completely the use of radiologic equip- 
ment should be restricted to the pure radiologist from 
the standpoint of practicality and availability. 

The Editor 
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SURGEONS MEET AT GREENVILLE 


The South Carolina chapter of the American College 
of Surgeons met in Greenville November 4-5. Included 
in the list of speakers for the two-day session were Dr. 
William Bomar, senior surgical resident at Greenville 
General Hospital, whose topic was “Cardiac Arrest”; 
Dr. Kenneth M. Lynch, Jr., professor of urology at 
the Medical College of South Carolina, “Acute 
Gangrenous Cholecystitis Following Unrelated Sur- 
gery’; and Dr. David Anderson, resident orthopedist 
at Shriners’ Hospital for Crippled Children, “Osteoid 
Osteoma.” 

New officers elected were Dr. Kenneth M. Lynch, 
Jr., of Charleston, succeeding Dr. J. Robert Thomason 
of Greenville as president; Dr. William Cantey of 
Columbia, vice president; and Dr. R. R. Bradham of 
Charleston, secretary and treasurer. 
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Named to the council were: Dr. George McCutch- 
eon of Columbia; Dr. F. E.Kredel of Charleston, Dr. 
Roderick McDonald of Rock Hill, Dr. William Brock- 
ington of Greenwood, and Dr. J. Robert Thomason of 
Greenville. 


Dr. Paul H. Garrison has announced the opening 
of an office in the Medical Arts Building, Greenwood, 
South Carolina, for the practice of otolaryngology and 
maxillofacial surgery. 

Dr. Garrison is a graduate of the Medical College 
of South Carolina and completed one year’s rotating 
internship at The Spartanburg General Hospital, in 
1955. He did two years of general practice in Green- 
wood before returning to Charleston for one year’s 
training in otolaryngology. The next two years were 
spent at the Tampa Municipal Hospital, Tampa, Flor- 
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ida, as resident in otolaryngology and maxillofacial 
surgery. Upon completion of* these two years Dr. 
Garrison did a 6-weeks fellowship with Dr. J. Brown 
Farrior in otolaryngolical surgery at the St. Joseph’s 
Hospital, Tampa, Florida. 


DR. QUINN NAMED 

Dr. Robert Quinn has been re-elected president of 
the Georgetown County Medical Society. 

Other officers are Dr. James Forrester, vice-presi- 
dent; Dr. Lide Williams, secretary-treasurer. 

Chosen as delegates to the South Carolina Medical 
Society Convention were Dr. Harry Tiller as delegate 
with Dr. Forrester as alternate. 


CLINIC AT PENDLETON 
A modern medical clinic has been placed in opera- 
tion at Pendleton. Dr. Charles R. Griffin and Dr. 
Jimmy Hellums are practicing there. 


SCIENTIFIC COUNSELORS MEET 

Dr. Martin D. Young, head of the Epidemiology 
Section of the Laboratory of Parasite Chemotherapy 
was host to the Board of Scientific Counselors of the 
National Institute of Allergy and Infectious Diseases 
when they visited his Columbia laboratories for a 
two-day meeting beginning Wednesday, November 9. 
The six-man board of non-governmental scientists ad- 
vises the Institute Scientific Director on the research 
program of NIAID. 

The Epidemiology Section, a field station of the 


Laboratory of Parasite Chemotherapy of the National 
Institutes of Health, Bethesda, Md., is located at the 
South Carolina State Hospital. Doctor Young joined 
the staff in 1937 and has directed the research of the 
laboratory since 1941. 


INABINETS NOW LIVING IN 
CHESTERFIELD 


Dr. and Mrs. Julian Inabinet are now making their 
home in Chesterfield. Dr. Inabinet is surgeon at the 
Chesterfield Memorial hospital. 


DR. JAMES E. BOONE RETIRES 

The Veterans Administration Regional Office in 
Columbia has announced the retirement of Dr. James 
E. Boone. 

Dr. Boone, whose specialties are psychiatry and 
neurology, and urology, has spent the major portion 
of his life in Columbia, where, prior to his VA service, 
he was chief of one of the services at the S. C. State 
Hospital for 18 years. He has also engaged in private 
practice in Columbia. 


Dr. William W. Pryor and Dr. Arthur Meakin will 
relocate from 206 E. North St. to 129 Mallard Street, 
Greenville. 


DeWitt Shelton, M. D. announces the cpening of 
his office for the practice of Psychiatry at 124 Bull 
Street, Charleston, S. C. 








DR. W. B. NEWELL, SR. 

Dr. Waldo B. Newell, Sr., 73, well known practicing 
physician of Enid, Okla., and a former resident of 
Anderson, died suddenly at his office in Enid on 
October 17. 

Dr. Newell was born in Anderson County Nov. 26, 
1887. 

He received his early education in the schools of 
Anderson, graduated from Washington and Lee Uni- 
versity and took his medical training at the University 
of Tennessee. He practiced for a time in Anderson 
before moving to Enid where he had been located for 
many years. 

Dr. Newell practiced medicine fifty years. 


DR. ROY M. WHITLEY 
Dr. Roy M. Whitley, 54, died at the Veterans Hos- 
pital in Augusta recently after declining health of 
several years. 
He had lived and practiced in Johnston for the 
past four years. 





DR. W. W. SHARPE 
Dr. W. W. Sharpe, 54, formerly of Spartanburg, 
died November 16 in Alma, Ga., after a long illness. 
Dr. Sharpe interned at Spartanburg General Hos- 
pital in 1934. 


DR. J. G. MCMASTER 

Dr. J. Gregg McMaster, 81, retired physician, died 
November 20 in Kelley Memorial Hospital after a 
short illness. 

Dr. McMaster was born in Winnsboro March 28, 
1879. He attended Winnsboro schools, graduating from 
high school and Mt. Zion College, Winnsboro. He also 
attended Clemson College and was graduated from 
the Medical College of South Carolina in 1903. 

Dr. McMaster practiced medicine in Saluda and 
Newberry, moving to Florence in 1905, where he 
practiced until 1932. In the summer of 1932 he moved 
to Kingstree, where he continued to practice until his 
retirement in 1956. 
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DR. T. M. DuBOSE 
Dr. Theodore Marion DuBose, Jr., a Columbia phy- 
sician, died in Charlotte Memorial Hospital recently. 
He was stricken ill while visiting his son. 
Dr. DuBose lived most of his life in Columbia. He 


was born in Rock Hill. He was graduated from the 
University of South Carolina, Class of 1906, and the 
Medical College of South Carolina, Class of 1910. 

Survivors include his son, Dr. Hugh H. DuBose of 
Columbia. 




















The regular scientific meeting of the Columbia 
Medical Society will be held Monday, February 13, 
1961, at 7:00 P. M. at the Columbia Hotel. The guest 
speaker will be Dr. John Kapp Clark, University of 
Pennsylvania, Renal Section of the Department of 
Medicine. He will speak on the subject “The Nature 
and Treatment of Renal Insufficiency”.. The local 
speaker will be Dr. Ronald Dew, who is in the prac- 
tice of Obstetrics and Gynecology in Columbia. 

The meeting will begin with a social hour at 7:00 
P. M., followed by dinner, with the Scientific Session 
beginning at 8:30 P. M. All interested physicians are 
invited to attend. 


The twenty-fourth annual meeting of The New 
Orleans Graduate Medical Assembly will be held 
March 6 - 9, 1961, headquarters at The Roosevelt 
Hotel. A clinical tour of the Orient will follow the 
New Orleans meeting. 


American College of Allergists Graduate Instruc- 
tional Course and Seventeenth Annual Congress, 


March 12 - 17, 1961, the Statler Hilton, Dallas, Texas. 
For information write, John D. Gillaspie, M. D., 
Treasurer, 2141 14th Street, Boulder, Colorado. 


COURSE IN LARYNGOLOGY AND 
BRONCHOESOPHAGOLOGY 


March 13 through 25, 1961 


The Department of Otolaryngology, University of 
Illinois College of Medicine, will conduct a_post- 
graduate course in Laryngology and _ Broncho- 
esophagology from March 13 through March 25, 
1961, under the direction of Paul H. Holinger, M. D. 

Registration will be limited to fifteen physicians 
who will receive instruction by means of animal 
demonstrations and practice in bronchoscopy and 
esophagoscopy, diagnostic and surgical clinics, as well 
as didactic lectures. 

Interested registrants will please write directly to 
the Department of Otolaryngology, University of 
Illinois College of. Medicine, 1853 West Polk Street, 
Chicago 12, Illinois. 





PUBLICATION EXPLOSION 

John M. Russell, President of The John and Mary 
R. Markle Foundation wrote recently on “Publication 
Explosion” in his annual report. 

Mr. Russell compared the “publication explosion” 
to the “population explosion.” “A smothering blanket 
of scientific publications . . . is now pouring off the 
presses at the rate of millions of articles a year” (an 
estimated 2,000,000 in the biological literature alone ). 
“It has become impossible to catalog and abstract 
them all, much less evaluate them. Keeping abreast 
of them is no joke, especially to the patient who 
should benefit by all the advances in medical knowl- 
edge. ‘Sifting’ of these periodicals is complicated by 
the sad truth that many people in a position to 
evaluate it consider much of the current literature 
worthless, or at least of questionable value.” 

Many publications, he believes, result from the 
“unrelenting pressure put on our scientists” by “a 
world intensely interested in the eradication of dis- 
ease and the advancement of medical knowledge.” It 
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is the intensity of this interest “that has encouraged 
work on marginal projects, that has supported men 
of doubtful ability and has given a boost to the status 
seekers in medical science” . . . . “Wrong reasons re- 
sponsible for much research and many papers” are 
“because someone had too much money to spend; or 
because a government official had to dispose of all 
the appropriated funds within the fiseal year; or be- 
cause someone forced someone else to work in an 
area not of his own choosing; or because someone 
found it easier to drift along on fellowships than to 
strike off on his own; or because a practitioner thought 
it would ‘look good’ if he did some research; or be- 
cause an assistant professor needed ‘to publish’ to get 
a promotion; or because of a thousand other reasons 
irrelevant to the advancement of medical knowledge. 
Shoddy reasons for doing research tend to produce 
shoddy research . . . . Scientific papers should be the 
main means of communication between scientist and 
scientists, and between scientist and practitioner, 
and should not be used for advertising purposes.” 
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FOUNDERS’ DAY 1960 


One of the most popular features of the 
1960 Founders’ Day, for which more than 180 
physicians from all over South Carolina 
registered, was the afternoon devoted to 
special clinics. The fields of dermatology, 
radiology, orthopedics, ophthalmology and 
cancer put on these special clinics from 2 to 


5 P. M. Objectives were to show diagnostic 
and therapeutic problems by presentation of 
selected patients and their significant findings. 
Guest physicians were escorted on a circuit of 
the clinics in groups of a dozen or so to allow 
opportunity for individual examination of pa- 
tients and informal discussion. 











Panel on Automobile Accidents. 
L to R—Mr. Coming B. Gibbs, attorney at law, Dr. John A. Siegling, Dr. Frederick Kredel, (moderator), Dr. 
Gordon Wannamaker, Dr. O. Rhett Talbert, Dr. Kenneth Lynch, Jr. 












The Dermatology Staff (here Dr. Kathleen Riley) 
presents patients with interesting dematological prob- 
lems — their histories, pathology, diagnosis and 
treatment. 









E —_ 
ia é ~ 
The Orthopedic Staff puts on a fracture Clinic with 
demonstration of newer methods of treatment. Drs. 
Siegling and Belser (in background ) answer questions. 


4 


Demonstrations of Cancer Clinic instruments and 
techniques for office diagnosis of cancer. Dr. John 
Hawk wields the proctoscope. 
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OBSTETRICS from the Original Text of Joseph B. 
DeLee, M. D., J. P. Greenhill, M. D., 12th Edition. 
W. B. Saunders Company, Philadelphia, 1960. Price 
$17.00. 

It would be impossible to present a critique of this 
book in the space allotted for this review. 

The first edition was published in 1913. It was pre- 
pared and it was written largely by Dr. Joseph B. 
DeLee at a time when he was approaching his prime. 
It was scholarly, not only in reference to its scientific 
content, but also in reference to its literary style. It 
was encyclopedic in reference to the science and the 
art of obstetrics, and those other conditions which 
affect or are affected by obstetrics. It reflected the 
vast experience, the keen observation, and the great 
ability to catalogue and classify what the author had 
seen and learned from his experience. The book be- 
came a classic. Dr. DeLee prepared six subsequent 
editions, the last of which was published in 1938. 

Dr. J. P. Greenhill has prepared the last five vol- 
umes of the work. The last edition is a very different 
book from those prepared by the original author. It 
lacks the scintilating style of writing, and it does not 
seem to inspire the same reverential respect for the 
author and for his obstetrical omnipotence as did the 
earlier editions. (Evidence of hero worship? Perhaps. ) 

It could hardly be so. Dr. Greenhill states in the 
preface to this twelfth edition: “Because of the vast 
and almost unbelievable advances in all 
branches of medicine . . . I felt inadequate to pre- 
pare a book of this size again without considerable 
assistance. . . . Not only have valuable chapters and 
sections been added, but every page of the text has 
been rewritten.” There is little of DeLee left in the 
book. There is considerably more than Dr. Greenhill 
in it. 

There are twenty-three contributing authors and 
eight review editors. These collaborators are all 
eminent men of medicine and skillful writers, so that 
the sum of their contributions makes up a sound text 
of obstetrical concept and practice, and the concept 
and the practice relative to those many conditions 
which affect or are affected by the pregnant state. So, 
like those earlier editions, prepared by the author’s 
predecessor, this volume is encyclopedic in scope and 
authoritative in content. It is therefore a very valuable 
reference book for the clinician and for the student. 
It is, perhaps, too massive and too comprehensive to 
be used as a college text book. 


recent 


].D.G. 


THE OLDER PATIENT, by Twenty-one Authors, 
edited by Wingate M. Johnson, M. D. Paul B. Hoeber, 
Inc.: New York, 1960. Price: $14.50. 

Dr. Johnson’s book reviews the anatomical changes 
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in older patients, the diagnosis and general principals 
of treatment of the elderly, and attempts to outline 
various diseases most common in the geriatric groups 
and their treatment. 

The chapters written by Dr. Johnson himself seemed 
to this reviewer to be most helpful. The author dis- 
cusses the examination of the older patient in some 
detail, stressing the facts that the elderly patient must 
be put at ease, and one must take a great deal of 
time in the analysis of multiple complaints. Most 
interesting in the treatment of the older patient is a 
section on “logotherapy”. Although he agrees with 
the philosophy that elderly patients should be told of 
any fatal disease, he makes a point of the fact that 
the choice of words is extremely important. He quotes 
that “you can at least put a bathing suit on truth”. 

Crandall writes most interestingly of the treatment 
of pain in the elderly patient. He surprisingly sug- 
gests that when narcotics are administered small doses 
act more rapidly and causes less circulatory and 
respiratory depression when given intravenously than 
larger doses subcutaneously. 

Much of the discussion is devoted to local anes- 
thesia for pain relief avoiding systemic effects. 

The chapters on specific diseases of the elderly are 
covered most adequately and concisely. 

The final chapter of the book by Dr. Johnson is 
concerned with helping the elderly patient accept the 
changes that have to do with increasing age. 

His philosophy is sane and optimistic. 

Although this book contributes very little that is 
new, it is a well organized symposium of the diseases 
of the aged and furnishes a technical and psychological 
review of problems of the geriatric patient. 

Arthur V. Williams, M. D. 


COMPLICATIONS IN SURGERY AND THEIR 
MANAGEMENT, by Curtis P. Artz, M. D. and 
James D. Hardy, M. D. W. B. Saunders Co., Phila- 
delphia, 1960. $23.00. 

This new work of 1075 pages with many col- 
laborators presents in specific and practical detail the 
prevention and treatment of complications of opera- 
tions. All fields of major surgery are well covered in- 
cluding the specialties with which the general surgeon 
may be concerned. 

The problems that may be encountered are spelled 
out in complete fashion with advice as to treatment. 
Each chapter contains well chosen references to cur- 
rent literature. The illustrations and index are well 
done. 

This excellent book fills a great need and should 
be in the hands of practicing surgeons. 

Frederick E. Kredel, M. D. 
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PSYCHOTHERAPISTS IN ACTION by Hans H. 
Strupp. Grune and Stratton, New York, 1960. Price 
$8.75. 


This book represents the results of a research study 
of the Department of Psychiatry of The University 
of North Carolina. It is a research study of psycho- 
therapy and psychotherapists. The emphasis in this 
book is on an attempt to delineate some common 
factor or factors that determine the productive results 
in psychotherapy, as well as the factors that may 
deter or limit these same productive forces in psycho- 
therapy. 


The research project uses a sound film of an actual 
therapeutic session involving the patient with acute 
anxieties and phobias, and being interviewed by a 
young psychiatric resident doctor. Several psycho- 
therapists with varying personality backgrounds and 
professions, (including psychiatrists and psycho- 
analysts), are asked to view the film and answer 
special documentary form. The 
material is carefully tabulated and examined for vari- 
ous psychiatric determinants, such as warmth of the 
therapist, degree of therapeutic patience, levels or 
depths of understanding, inferential meanings, and so 
forth. 


This book marks an important stride in the prog- 
ress of understanding psychotherapy as a_ unitary 
science and dispels the oft heard notion that psycho- 
therapy is not a science, and is in a state of profes- 
sional confusion. Although a somewhat technical 
book, it clearly indicates that the entire field of 
psychotherapy is coming increasingly closer to the 
point where the tools of psychotherapy can both be 
understood and applicable in much the same way as 
other medical tools are used. 


Norton L. Williams, M. D. 


questions on a 


THE HUMAN BLOOD PROTEINS. Methods of 
Analysis and their Clinical and Practical Significance. 
Ferdinand Wuhrman and Charley Wunderley. Trans- 
lated from the German by Harvey T. Adelson, 491 
pages. Grune and Stratton, New York, N. Y. 1960. 
Price: $15.75. 

The third edition of this book continues with the 
subjective type of presentation of the physico-chemical 
characteristics of the blood proteins as related to 
clinical observations. All material presented in the 
second edition has been revised and many chapters 
rewritten. The subject material is divided into seven 
Chemistry, reactions, methods, clinical 
methods, clinical significance in various specific syn- 
dromes, clinical significance in dys- and para-pro- 
teinemia and formation of proteins. Procedures, refer- 
ences, data and interpretation appear in a flowing and 
readable manner that successfully avoids the hand- 
book style. 


sections: 


Many diagrams are presented to illustrate various 
patterns of blood proteins in a wide variety of dis- 


eases and physiological abnormalities. Reaction con- 
stellations are presented for hepatitis, cirrhosis, malig- 
nant tumors and many other group types of pathology. 

This is an extremely valuable book that should be 
of great interest to both the man at the bedside and 
the man in the laboratory. 


William M. McCord, M. D. 


ANATOMY, Emest Gardner, Donald J. Gray and 
Ronan O’Rahilly. W. B. Saunders Company, Phila- 
delphia. 1960. 999 pp., 40 tables, 65 plates, and 594 
figs. Price: $15.00. 


This book contains a wealth of information pre- 
sented in a fashion which will make it an effective aid 
to the student of anatomy. The authors have done an 
excellent job of presenting the beginning student with 
a background for his study of regional anatomy. The 
introductory chapter not only includes the usual 
definitions of anatomical terminology, but also con- 
tinues with a brief history of the subject and a list of 
references to texts, atlases, and periodicals. 

This work offers a good deal more than most begin- 
ning texts and as much information as some advanced 
books, yet it still has some shortcomings. The authors 
have tried to make it brief and concise in its presenta- 
tion, but sometimes they are too brief. The practicing 
physician will find the book has a great many things 
to offer as a handy reference, but he may also find 
that the advanced information he seeks is lacking. 


This text should be useful to the beginning student 
and helpful but somewhat limited in its usefulness to 
the physician and advanced student in anatomy. 

Sherwin Mizzell, Ph. D. 


HUMAN PITUITARY HORMONES: Ciba Founda- 
tion Colloquia on Endocrinology, Vol. XIII. Edited by 
G. E. W. Wolstenholme & Cecilia M. O’Conner. Little 
Brown & Co., Boston, 1960. Price $9.50. 


This volume is in keeping with the excellent 
standards set by the CIBA Foundation. International 
authorities expose the present knowledge on chemistry, 
biological action, and assay of the hormones of the 
human pituitary. Each paper is followed by an in- 
formal discussion which emphasizes the vast areas 
still open for research. One of the most important 
recent developments is the finding that the chemical 
structure of human and monkey growth hormone 
differs slightly from that of other mammals, and that 
primate growth hormone is biologically active when 
administered to humans. This book should be of great 
interest to research workers and clinicians interested 
in endocrinology. The section on bio-assay of pituitary 
hormones in blood and urine should provide valuable 
information to workers in clinical and research lab- 
oratories. 


John Buse, M. D. 
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IN EMOTIONALLY PROJECTED 
SMOOTH-MUSCLE SPASM... 


Prompt, Profound 


Protection...at both 


ends of the vagus 


PRO-BANTHINE’ 
with DA RTAL 


Professional reliance on the therapeutic profi- 
ciency of Pro-Banthine in functional gastro- 
intestinal disorders has made it the most widely 
prescribed anticholinergic. 

The consistent relief of emotional tensions 
afforded by Dartal makes this well-tolerated 
tranquilizer a rational choice to support the 
antispasmodic action of Pro-Banthine in emo- 
tionally influenced smooth-muscle spasm. 

These two reliable agents combined as Pro- 
Banthine with Dartal consistently control both 
disturbed mood and disordered motility when 
emotional disturbances project themselves 
through the vagus to provoke such gastrointes- 
tinal dysfunctions as gastritis, pylorospasm, 
peptic ulcer, spastic colon or biliary dyskinesia. 








USUAL ADULT DOSAGE: 

One tablet three times a day. 

SUPPLIED as aqua-colored, compression-coated tab- 
lets containing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal (brand of 
thiopropazate dihydrochloride). 





6.p. SEARLE « co. 


Chicago 80, Illinois 
Research in the Service of Medicine 
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MEDICAL RESEARCH AND THE DEATH 
PENALTY: A Dialogue, by Jack Kevorkian, M. D. 
Vantage Press, New York, 1960. Price $2.50. 

This is not a discussion of the desirability of the 
death penalty, and indeed that subject is carefully 
avoided throughout the book. It is a consideration in 
dialogue form between the Protagonist and the 
Antagonist of a suggestion that medical research might 
be profoundly and rapidly advanced if living bodies 
of criminals condemned to death were made available 
to investigators. The Protagonist offers a rather con- 
vincing argument that all practical difficulties in an 
arrangement of this kind could be overcome and that 
the advantages of obtaining information from human 
vivisection would be enormously beneficial. He pro- 
poses that the donation of his body to science by the 
criminal would be entirely voluntary and discusses 
the desirability of ending the criminal’s life in the 
manner proposed, not only from the standpoint of the 
researcher, but also from the meaning of the con- 
tribution that the criminal would derive from the ex- 
perience. 

Obviously all of the proposed vivisection would be 
done under adequate anesthesia, and it is suggested 
that it might be possible to maintain a body in a state 
of anesthesia over a period of days or even weeks for 
the purpose of performing experiments which would 
require long observation. The author believes that 
human vivisection is by no means a new thought, and 
that the practice was used in ancient Alexandria 
about 300-200 B. C. The writer has also made a sur- 
vey among condemned criminals and finds that the 


proposal would probably meet with much favorable 
acceptance among them. 

This little book offers a good deal of food for 
thought and it appears that the proposition will be 
expounded further by the author. 


JIW 


MEDICINE TODAY: A REPORT ON A DECADE 
OF PROGRESS, by Marguerite Clark. Funk & Wag- 
nalls Co., New York, 1960. Price $4.95. 

This book is written by the “Medicine Editor” of 
Newsweek and its style reflects the author’s acknowl- 
edged dictum that “News must be written clearly, 
readably, and if possible, dramatically.” While medi- 
cal readers do not run too much to approval of the 
dramatic in medicine, they have learned to accept 
the way in which medical news is presented in the 
news magazines, and no objection can be made to 
this particular presentation. 

The author makes no specific acknowledgement of 
medical assistance, and appears to make her own 
selection of quotable material. It is to be supposed, 
however, that there has been adequate advice on some 
of the subjects presented, and at least no particular 
flaw in accuracy can be detected. Perhaps this is 
belaboring a small point, but the author uses the 


first eighteen pages of her book as a apologium for 
the science writer. 

The subject matter is quite varied, including the 
question of the deleterious effects of stilbesterol, the 
current concepts in heart disease, cancer, mental 
health, tranquilizers, suicide and so on. The coverage 
seems to be adequate, and there appears to be no 
bias in reporting, or at least the reader is given the 
opportunity to judge himself from the pronounce- 
ments of various acknowledged authorities who are 
quoted. The information appears accurate and up-to- 
date. 

While the author finds scientists too retiring and 
silent for her purposes, she has had no difficulty in 
compiling in the latter portion of the book a short 
directory of pharmaceutical houses which includes 
only the larger corporations. This abounds in trade 
names, dear to the heart of the manufacturers, but 
somewhat under scrutiny by medicine in general and 
Kefauver committees in particular. 

This book would seem to be well suited for the 
intelligent layman, and might even offer some for- 
gotten information to the physician. 


JIW 


THE ROLE OF THE PHYSICIAN IN EN- 
VIRONMENTAL PEDIATRICS, Carl C. Fisher, 
M. D. Landsberger Medical Books, Inc., N. Y., 1960. 
Price $5.50. 

After long experience in practice and in teaching, 
the author is convinced that the average physician 
dealing with children is not sufficiently active in the 
solution of various socio-pediatric problems. Since 
active interest in these problems necessitates familiar- 
ity with them, the author offers in this book organized 
information on the several fields in which the child is 
involved and with which the physician is concerned. 
He covers briefly the subjects of accident prevention, 
adoption, school health, the handicapped child, and 
the adolescent, outlining briefly but adequately the 
current situation and the efforts to regulate them. 
Finally he offers a brief chapter on pediatrics as a 
career, discussing and answering some of the ques- 
tions which have been raised in recent years by some 
disillusioned pediatricians, and he comes to the con- 
clusion that pediatrics still offers many interesting 
features particularly if some of the matters discussed 
in this book are included in its field. 

This book seems timely and worthwhile for anyone 
who deals with children and is not familiar with the 
various fringe activities which are actually definite 
parts of a practice which includes pediatrics. This is 
a brief but comprehensive review of these “fringe 
areas” and should be of interest to anyone dealing 
with children. It should also be of particular interest 
for the student who is not aware of the intricacies of 
pediatrics. 

jJIw 
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FUNDAMENTALS OF CHEST ROENTGENO-_- 
OGY, by Benjamin Felson, M. D., Professor and 
Director of the Department of Radiology, University 
of Cincinnati College of Medicine. W. B. Saunders 
Co., Philadelphia, 1960. pp 301. Price $10.00. 

This beautifully illustrated volume presents clearly 
and concisely the important principles in chest ro- 
entgenology. The cause, appearance and significance 
of “signs” such as the air bronchogram effect and sil- 
houette sign are well explained, illustrated and dia- 
gramed. An excellent review of the segmental anatomy 
of the lung is presented including the common varia- 
tions of normal and the appearance of the segments 
in the more common disease states. Specific diseases 
are not discussed as such but some of their more com- 
mon findings are used to illustrate the text. The heart 
is not covered in this work but the pulmonary vascu- 
lature is included. The beginner can quickly learn 
from this book. Groups of basic points such as the 
different appearances of intra-thoracic fluid are well 
represented. 

Little is taken for granted by this author who passes 
on information only after checking against his own 
well organized and extensive experience. 

This text is a must for anyone preparing for the 
responsibilities of chest interpretation. 

Frank H. Gruber, M. D. 


THE SEA WITHIN: THE STORY OF OUR 
BODY FLUIDS, by William B. Snively, Jr. J. B. 
Lippincott Co., Philadelphia, 1960. Price $3.95. 


The author is a frequent and able contributor to 
the professional literature on the subject of the body 
fluids and electrolytes particularly. This book is a 
very successful presentation of the same subjects to 
the layman and should be well adapted for use as an 
elementary textbook for the nurse and for the physi- 
cian. It is well written and well illustrated with 
numerous diagrams and should be most acceptable 
to all readers. 

yIw 


DIVERTICULITIS, by Sara M. Jordan, M. D., and 
Russell S. Boles, Jr., M. D. Grune and Stratton, 1960, 
New York and London. pp 90. Illustrated by X-ray 
pictures. Price $4.75. 

A monograph by Sara M. Jordan and Russell S. 
Boles, Jr. of the Lahey Clinic, Boston, Massachusetts. 
An excellent historical review giving resumes of im- 
portant articles in strictly chronological order. The 
subject is then presented in the usual text book man- 
ner as to etiology, pathology, diagnosis, and treatment. 
Opinions are cited, giving supporting evidence based 
upon series of cases — and statistical studies. The 
comments of the authors are given in pertinent para- 
graphs placed after each subhead. 

The monograph is a scholarly presentation of the 
subject of diverticulosis and diverticulitis. It is com- 
plete and also concise. It can be read with interest or 
used as a reference by internists, surgeons, and 
radiologists. 

William H. Prioleau, M. D. 
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